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BLOOD DYSCRASIAS* 


With Special Reference to Splenectomy 
J. H. J. Upnam, M.D.t 


COLUMBUS, OHIO 


[N discussing the subject of blood dyscrasias, 
with special reference to splenectomy, it is 
my intention to review the work of Drs. Doan, 
Wiseman and Curtis, in the Spleen Clinic of the 
College of Medicine of Ohio State University, 
and to add some data in support of their pub- 
lished arguments for the performance of splenec- 
tomy in selected clinical conditions at times when 
prevailing surgical opinion has been quite defi- 
nitely against operative interference. I shall restate 
the scientific basis for their position. 

The spleen is one of those enigmatic organs 
of the body which, while apparently yielding freely 
its secrets of structure, both gross and microscopic, 
has, as it were, been holding back some hidden 
qualities having powerful influences on the main- 
tenance of health, and under certain circum- 
stances, even becoming capable of producing seri- 
ous disturbances. 

Probably the main reason for our tardiness in 
learning more of the splenic factor in certain hu- 
man blood dyscrasias is the absence of finding such 
dyscrasias in animals, and the failure as yet to pro- 
duce them experimentally. 

While we, therefore, owe much of our knowl- 
edge of the anatomy and physiology of the spleen 
to animal studies, it is perforce normal anatomy 
and normal physiology. However, by careful clini- 
cal observations, by studies of the blood using the 
latest technics, by examination of materials ob- 
tained at biopsy, during major surgery and from 
the autopsy very definite and suggestive data have 
been accumulated. 

I need not discuss the anatomy or dilate upon 
the generally accepted physiology of this organ. 


*Presented at the annual meeting of the New Hampshire Medical Society, 
Manchester, May 18, 1938. 


tProfessor of medicine, Ohio State University College of Medicine; attend- 
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Since Barcroft’s work, the spleen has been re- 
garded as a physiologic reservoir of red blood 
cells. It contracts during periods of physical ac- 
tivity to discharge an increased number of red 
cells to carry additional oxygen to the tissues. It 
functions as the “graveyard” for blood cells, and 
probably helps to conserve the iron of the de- 
stroyed red cells, and it may be that in the break- 
ing up of these latter there is set free some chem- 
ical stimulant to fresh red-cell production. 

The attention of Doan’ and his associates has 
been particularly directed in the last few years to 
the destructive activity of the spleen for various 
blood elements in certain of the primary blood 
dyscrasias. 

It has been the experience in medicine that 
whenever any physiologic function is recognized 
for any organ, a disease entity due to a corre- 
sponding pathologic dysfunction may be antici- 
pated, and sooner or later will be encountered. 
Thus, in congenital hemolytic jaundice there is rec- 
ognized a simple dominant, familial tendency for 
the normal physiologic erythroclastic function of 
the spleen to become overemphasized to the point 
of definite pathologic manifestations. 

First observed by Murchison in 1885, estab- 
lished as a clinical entity by Hayem thirteen years 
later, and its familial occurrence recorded by Min- 
kowski at the turn of the century, hemolytic jaun- 
dice remains, nevertheless, a frequently unrecog- 
nized pathologic state; and this despite signs al- 
ways and symptoms frequently which should 
make the diagnosis relatively simple. 

With Lord Dawson of Penn® and an increasing 
group of clinical observers it is the belief of the 
Ohio State University investigators’ that true 
hemolytic icterus is always the manifestation of an 
inherited constitutional defect, characterized, when 
clinically active, by recurring “crises of deglobu- 
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lization,” marked microcytic normochromic or 
hyperchromic anemia, increased erythrocyte fra- 
gility, unusually high reticulocytosis, acholuric ic- 
terus and splenomegaly. 

Evidences of the disease may be present at birth 
or may first appear in any decade; however, the 
inherited tendency may be carried and transmitted 
without the development of clinical manifestations. 
Furthermore, the severity and frequency of clini- 
cal disease may vary widely from family to family, 
thus making it essential to have the requisite lab- 
oratory studies in a sufficiently representative sam- 
pling of blood relatives before an exclusion of the 
hereditary element in an apparently sporadic or 
“acquired” case is justified. In all but 1 of the 15 
families studied in Columbus the individual first 
seen with clinical symptoms knew nothing of the 
character of his “jaundice” or “anemia” and was 
entirely unaware, as were the other members of the 
family, of the presence of any hereditary disease, 
though it existed in more or less obvious degree 
in representatives of each generation available for 
examination. 

The importance of recognizing this constitutional 

defect, when it exists, lies in the fact that a fatal 
relapse or exacerbation of the disease may occur 
spontaneously, or be precipitated by infection or 
trauma, in any decade of life, and that, with the 
institution of adequate therapy (splenectomy) 
either as a prophylactic or curative measure, the 
clinical results are highly satisfactory and perma- 
nent. 
It was the study of the more chronic phases of 
this disease and the analysis of the changes in- 
duced by splenectomy, under these admittedly 
favorable circumstances, which formed the basis 
for the first excursion of our research group‘ into 
the realm of human splenic pathologic physiology. 
Two principal objectives motivated these observa- 
tions; first, the determination of the natural his- 
tory of the disease, which necessitated long periods 
of observation with serial laboratory studies in the 
same individual prior to any therapeutic interven- 
tion; and second, an analysis of the immediate as 
well as the more remote changes in the cellular 
and chemical constituents of the blood following 
the removal of the spleen. 

These data have a direct bearing on the ques- 
tion of the relative roles of spleen and bone mar- 
row in the causation of this disease syndrome, 
and thereby form the essential basis for the estab- 
lishment of the principle of splenectomy as a 
rational therapeutic measure, which data, if judged 
sufficient for the quiescent phases of the disease, 
should apply as well in directing therapy in the 
more acute phases. 


In the first study‘ of clinical cases of chronic con- 
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genital hemolytic jaundice in our clinic, daily esti- 
mations of the various cell levels were made for 
periods of three months or longer to establish thor- 
oughly the range of fluctuation existing before 
operative intervention was undertaken. Then, on 
the day of operation, blood studies were made at 
fifteen-minute to half-hour intervals throughout 
the day, with the astonishing discovery that in- 
stead of the erythrocyte increase, as described in 
the literature, coming in from one to three months 
following the removal of the spleen, a major in- 
crease, frequently of 1,000,000 or more red blood 
cells per cubic millimeter occurred immediately, 
before the patient left the operating table, irre- 
_ of the preoperative level of the total red 
ce 

This phenomenon was observed not occasionally 
or sporadically but regularly, whenever sufficient 
hematologic studies were made. The lower the 
red-cell level, and the more active the hemolytic 
process, the more dramatic the response. Blood- 
volume studies proved this erythremia to be not 
simply a relative cell increase, dependent on some 
loss in plasma volume, but established as the 
more important element in the equation an imme- 
diate large significant increase in the actual cir- 
culating erythrocytic cell volume. Hemoglobin, 
leukocytes and thrombocytes likewise rose prompt- 
ly, coincident with dramatic clinical improvement. 
A progressive decrease in the icteric index and the 
reticulocytes, which always follows removal of the 
spleen in hemolytic jaundice, and a readjustment 
in the iron level of the plasma reflected the elimina- 
tion or subsidence of the hemolytic process. More- 
over, an increase in the blood cholesterol to normal, 
the gradual return of the red cells to a more nearly 
normal diameter and volume, and the resumption 
of a more nearly normal range of erythrocytic re- 
sistance seemed to be evidence of a better product, 
delivered under less urgent and stressful circum- 
stances by a bone marrow released from an abnor- 
mal and inimical splenic influence. In short, the 
data obtained suggested that the disgorgement of 
the sequestered blood cells from the splenic reser- 
voir incident to operation and the sudden elimina- 
tion of the destructive activity of the splenic phago- 
cytes render more effective the unusually active 
erythropoiesis and erythrocytic delivery that char- 
acterize the bone marrow in hemolytic anemia. 

Up to the present time, our investigators' have 
studied more or less thoroughly 85 blood relatives 
in 15 families, finding evidences of the trait in 40, 
and have seen the removal of the spleen success- 
fully accomplished in 17 clinically active cases. 
Complete data have been obtained concerning all 


~ patients who have been operated on. In this group, 


removal of the spleen was accomplished in 5 
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patients during a quiescent interlude of the dis- 
ease as a prophylactic procedure; in 5 patients, 
operative intervention was decided on during a 
subacute exacerbation of the hemolytic process; 
and in 7 critically ill patients the spleen was re- 
moved as an emergency procedure with the total 
red<ell count rapidly approaching or actually 
under 1,000,000 cells per cubic millimeter in a ful- 
minant, acute, hemoclastic crisis. 


RATIONALE OF SPLENECTOMY IN ACUTE 
HEMOCLASTIC CRISES 


The gradual accumulation of such facts as have 
been cited formed the background for a growing 
conviction that, given proper medical judgment 
and adequate surgical management, the patient 
in acute erythroclastic crisis should respond even 
more dramatically and promptly to the surgical 
removal of the spleen than those seen in the sub- 
acute and chronic phases. 

During the past three years, on seven separate 
occasions, our staff has been faced with the 
problem of critically severe, progressive, acute 
erythroclastic crises in patients with an age range 
from four to fifty-six years. In several cases, in- 
tensive liver therapy and repeated blood transfu- 
sions had failed to encourage a remission. The 
anemia with its attendant manifestations became 
so severe as to threaten imminent death, yet no 
remediable cause could be found other than the 
persistent exacerbation of the underlying con- 
genital hemolytic process. 

One might conclude from the literature that 
such critical crises are exceedingly rare, inasmuch 
as deaths are seldom reported and spontaneous 
remissions are known usually to follow a hemo- 
lytic episode. Such has not been the experience in 
our clinic. In no instance has splenectomy been 
undertaken in the stage of acute crisis except after 
the failure of every medical means and as an emer- 
gency lifesaving measure. 

The confusion of this condition in its more 
acute phases with certain other anemic states may 
account for the rarity of its mention in the past 
and the universal surgical dictum against splenec- 
tomy. The important diagnostic points have al- 
ready been listed, together with the warning that 
any one or more of the cardinal features, including 
clinical jaundice, may be absent in the individual 
patient. Nevertheless, the identification of this 
disease is all that is necessary to bring it under 
control in practically 100 per cent of cases, 
if the pathologic physiology of the spleen is ade- 
quately understood, and its relation to the hemolyt- 
opoietic equilibrium recognized. All 7 of the pa- 
tients in acute crisis who were subject to splenec- 
tomy at a time when the total red cells were at 
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or near the 1,000,000 mark showed a spectacular 
clinical response on the operating table; all sur- 
vived, and each returned promptly to a normal 
hemolytopoietic balance. Accurate diagnosis, ade- 
quate medical management once the diagnosis was 
established, and careful surgical technic were the 
essentials of success. Neither the cause of the 
crisis, the severity of the anemia, nor the ob- 
viously critical clinical condition of the patient has 
been sufficient to cause us to withhold operative 
intervention. 

The seriousness of the surgical risk in hemolytic 
icterus is not to be measured in terms of the usual 
criteria, because of the autotransfusion which oc- 
curs coincident with the operative manipulation of 
the spleen itself, the immediacy of the reversal in 
the hemolytic mechanism involved, and the essen- 
tial integrity of the marrow. Were the bone mar- 
row chiefly responsible for the clinical manifesta- 
tions of hemolytic icterus, particularly in the crises, 
an operative procedure would only further em- 
barrass this organ. Instead, a hyperplastic marrow 
producing new red cells at a rate sufficient to 
maintain reticulocytes at 100 per cent in the cir- 
culating blood, but still unable to establish a pos- 
itive erythrocyte balance, at once becomes ade- 
quate, and there is evidence (rapid decrease in 
reticulocytes) of a lessened functional demand im- 
mediately following splenectomy. 


THE SPLEEN AND WHITE-CELL EQUILIBRIUM 
Krumbhaar® has noted the prompt thrombocy- 


tosis, granulocytosis and monocytosis and the tardy 
lymphocytosis which follow the removal of the 
normal mammalian spleen. In hemolytic icterus 
with splenomegaly our investigators have called 
attention to the frequency with which a moderate 
thrombocytopenia and leukopenia have been en- 
countered and the characteristic increase in these 
elements, as well as in the red blood cells, which 
follows splenectomy. Experimental studies* have 
demonstrated a physiologic sequestration function 
of the spleen for white blood cells and blood plate- 
lets which make this mechanism a potentially im- 
portant factor to be considered when these ele- 
ments are found to be deficient in patients. 

One of the most constant and characteristic dif- 
ferential diagnostic points in Banti’s syndrome 
is the profound leukopenia which occurs. There 
are at present three methods of treating Banti’s 
disease: the medical, with blood transfusions as 
necessary following hemorrhage and with liver 
extract and a high-carbohydrate dietary regime 
in the interims; the surgical, with splenectomy 
in the early cases where possible; and ligation of 
the splenic artery in those late cases where, because 
of adhesions and dilated veins, the spleen cannot 
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be removed with safety. Each method has its 


own particular advocates and our workers have 
had personal experience with all three. Only if 
the spleen is successfully removed is there an elim- 
ination of the leukopenia, and this change is dra- 
matic and permanent when it occurs. With the 
ligation of the splenic artery there is a gradual 
diminution in the size of the spleen and the white- 
cell count may increase to 2000 or 2500 per cubic 
millimeter, but the tendency to recurrent ¢so- 
phageal hemorrhages and to progressive hepatic 
cirrhosis is not appreciably diminished. 

Individuals who refuse operation or in whom 
neither splenic-artery ligation nor splenectomy can 
be successfully accomplished receive some sympto- 
matic relief from the medical regime mentioned 
and suffer only occasional attacks of acute hepatic 
distress. Because of the complete correction of 
the leukopenia and because there has seemed in 
our small series of patients to have been a less 
rapid progression of the hepatic insufficiency, as 
measured by available tests, after removal of the 
spleen, it is our present belief that the attempt 
should be made to diagnose Banti’s syndrome 
early and to remove the spleen promptly, if possi- 
ble. Long-time follow-up studies in this group 
of patients and a more complete knowledge of 
the etiology of this disease must precede any final 
authoritative conclusions. 


THE SPLEEN AND THROMBOCYTOPENIA 

A single etiology for thrombocytopenic purpura 
hemorrhagica is not known, the pathology is ill- 
defined and varied, and the differential diagnosis 
is frequently difficult to establish. After long years 
of study by many investigators such continues to 
be the present status of this problem. The reason 
is quite apparent. The mechanism involved in 
the maintenance of the fluidity of the blood is so 
complex, and the vulnerable points at which some 
small defection may result in hemorrhage are so 
numerous, that each patient presenting with a 
syndrome which includes a bleeding tendency must 
be subjected to the minutest scrutiny before a suc- 
cessful rationale of treatment may be outlined. 
While we are quite familiar in our own clinic, 
and as recor in the medical literature, with 
the multiplicity of symptomatic purpuric states, 
with the frequency of spontaneous remissions in 
the idiopathic cases, and with the efficacy at 
times of properly administered and repeated blood 
transfusions in inducing remissions, we are con- 
cerned at this time only with those cases which 
show a definite thrombopenia associated with some 
splenic abnormality, and more particularly with 
the very acute fulminating case that presents an 
immediate clinical emergency. 
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The following objective criteria have been quite 
well agreed on as a starting point and as the sine 
qua non for the placing of any given hemorrhagic 
syndrome under the general heading of true pur- 
pura: a low or absent platelet count; a prolonged 
bleeding time; a normal clotting time, but a failure 
of the clot to retract; spontaneous or induced 
petechiae (positive tourniquet test); a leukocytosis, 
and perhaps reticulocytosis (which rule out a gen- 
eral marrow hypoplasia); and an absence of ab- 
normalities in red or white cells indicative of per- 
nicious anemia, leukemia or other foreign cellular 
metaplasia in the marrow inimical to megakary- 
ocytic activity. 

Denys, in 1887, first called attention to the rela- 
tion which exists between decreased blood plate- 
lets and hemorrhagic disease. It was not, how- 
ever, until November, 1916, that Kaznelson,’ of 
Prague did the first splenectomy for “thrombocy- 
tolytic purpura,” basing his action, as the name 
implies, on the hypothesis of the destructive ac- 
tivity of this organ for these elements. 

Frank,* on the other hand, while recognizing 
the value of removal of the spleen for what he 
termed “essential thrombopenia,” based his ad- 
vocacy of this procedure on the assumption that 
the reduction in platelets was due to an inhibitory 
action of the spleen on the bone marrow. This 
division of opinion has persisted to the present 
time among clinical investigators, with the ma- 
jority favoring CKaznelson’s interpretation. It 
would seem to us that all are correct. Both in- 
hibitory and lytic functions have been equally well 
established for the spleen. 

The beneficial effects of splenectomy may arise 
through either mechanism. The dangers attending 
splenectomy in the acute hemorrhagic diatheses 
have been repeatedly emphasized. Whipple,’ in 
1926, reviewed 81 cases of splenectomy for hemor- 
rhagic purpura; there were only 6 deaths among 
the 73 cases classified as chronic; while 7 of the 8 
acute cases died. Two years later, Spence’ col- 
lected 101 cases, with satisfactory clinical results 
reported in 75. Eight only of the 80 chronic pa- 
tients died as a result of the operation, while 10 
of the 12 acute cases were fatal. The duration of 
the hemorrhages was not given in 9 cases. 

Such statistical studies have resulted quite nat- 
urally in a warning against operative interference 
in the presence of the more acute purpuric man- 
ifestations, dependence being placed preferably on 
repeated transfusions in the attempt to induce a 
more quiescent phase of the disease. Blood trans- 
fusion is, of course, lifesaving and, of necessity, is 
used as an emergency measure in every case of 
extensive, acute hemorrhage. However, we believe 
that the high mortality rate now attributed to 
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splenectomy in the acute cases may be explained 
~on the basis of two extenuating circumstances: the 
difficulty of accurate differential diagnosis in terms 
of underlying etiology, which has resulted in the 
inclusion of other than true thrombocytolytic or 
splenic inhibitory thrombopenic cases in the sta- 
tistical surveys of the past; and the materially 
greater operative risks which formerly attended 
splenectomy per se and which have been decidedly 
lessened through an increased efficiency in both 
the medical preparation and surgical handling of 
these patients. 

In an analysis of the literature, Marsh" was im- 
pressed with the fact that blood transfusion was 
used in none of the 10 acute cases operated on 
prior to 1925 except the 1 in which recovery was 
reported, whereas in the 4 successful cases recorded 
during the succeeding five years blood transfusion 
had been an immediate preoperative procedure in 
each. He concludes that the platelet count does 
not seem to be a factor in the surgical prognosis, 
but that transfusion and the red-ell and hemo- 
globin levels are exceedingly important. Our ex- 
perience’ would bear out the importance of pre- 
operative transfusion to ensure adequate hemosta- 
sis, but where the spleen is involved, because of 
the intimate relation it bears to the formation, 
storage and destruction of blood elements, the 
actual preoperative level of the red cells is not so 
important. The normal cellular levels are more 
certainly and promptly attained by splenectomy 
through the adjusted hemolytopoietic equilibrium 
than they are by repeated blood transfusions. 

The theory of the hyperpermeability of the vas- 
cular endothelium as the fundamental pathologic 
lesion in hemorrhagic purpura need only be men- 
tioned. Bedson’® has shown that both platelet de- 
ficiency and endothelial damage are at times es- 
sential to the experimental production of purpuric 
manifestations and that sometimes one and some- 
times the other may present the chief conditioning 
factor in the syndrome. Koster explains the 
thrombopenia as the result of increased phagocy- 
tosis of platelets plus a dysfunction in thrombo- 
poiesis. Duke’ has suggested endothelial per- 
meability as the primary cause, with the consequent 
increased demand for platelet plugs responsible for 
the development of the thrombopenia. Infectious 
foci may liberate toxic substances which result, 
through some of the above mechanisms, in purpuric 
manifestations. Many patients with functionally 
and quantitatively adequate thrombocytes exhibit a 
hemorrhagic diathesis, usually mild and exceed- 
ingly chronic, and vitamin C, an antiscorbutic, 
intercellular-substance vitamin, sometimes, but not 
always, corrects this tendency. An allergic basis 
has been established in some patients, with im- 
provement after elimination diets or following 
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adequate desensitization therapy. There remain, 
however, in the opinion and experience of our 
investigators, after every other causative factor has 
been eliminated, a group of essential thrombo- 
cytopenic purpuras with the sternal bone marrow 
showing normal megacaryocytes, both in number 
and in quality, in which it has been impossible 
to obtain permanent benefit without removal of 
the spleen. In their experience, deep x-ray therapy 
has not been found to be a successful substitute 
in these cuses. 

There are obviously many factors that in- 
fluence blood coagulation and extravasation which 
are not now known, and a more rational approach 
must await further information. One case will 
indicate the sequence of events when splenectomy 
is successful in the treatment of purpura. A young 
lady with purpura, more or less recent and acute in 
onset, showed an almost complete absence of 
platelets and no thrombocyte response to the 
adrenalin test. There was, however, marked evi- 
dence of bone-marrow activity, exemplified in a 
leukocytosis of 30,000 and a reticulocytosis of 57 
per cent. The spleen was normal in size and non- 
palpable, and after removal, showed no micro- 
scopic evidence of endothelial or clasmatocytic hy- 
perplasia. Within twenty-four hours of the last 
critical relapse to 600,000 erythrocytes, and after 
two emergency blood transfusions totaling 1100 
cc., removal of the spleen was successfully accom. 
plished. The platelets reappeared immediately in 
the circulation on the day of operation and con- 
valescence was prompt and uneventful. All med- 
ical measures, including repeated blood transfu- 
sions had failed during the sixteen days of hos- 
pital observation, the condition on two occasions 
having become critical due to excessive blood loss. 
The behavior of the platelets suggests that, follow- 
ing splenectomy, the removal of the phagocytic 
clasmatocytes with this organ immediately released 
to the circulation those units which the bone mar- 
row had been producing and that the secondary rise 
later may have been due to the increased mega- 
karyocytic activity following elimination of some 
splenic inhibitory effect. This patient has remained 
well with high thrombocyte levels at all times 
during the past three years. One year after sple- 
nectomy, a normal baby was delivered at term after 
an uneventful pregnancy, but the platelets in the 
infant were definitely low, 150,000 to 200,000 per 
cubic millimeter. The study is being continued. 

The thrombocytosis, described by Krumbhaar, 
Evans and others, which follows splenectomy has 
received striking and complete confirmation in 
our series of patients. In the majority of cases 
the blood platelets rose to levels well above 
1,000,000 per cubic millimeter, and only once was 
there a failure of the thrombocytes to show a 
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marked sustained elevation over the preoperative 
control period, and in this patient the purpuric 
symptoms and signs were eliminated. Moreover, 
the blood platelets in all patients before splenec- 
tomy were definitely reduced below normal 
(710,000 per cubic millimeter), according to the 
method used for their estimation in this study. 
There can be no doubt as to the inhibitory effect 
of the spleen on thrombocytes; this is a physiologic 
function which, under certain abnormal circum- 
stances, becomes pathologic and presents in greater 
or lesser degree a complication demanding care- 
ful consideration. 


CONTRAINDICATIONS TO SPLENECTOMY 


In our studies it has seemed that in the leu- 
kemias and in polycythemia vera the splenomegaly 
which occurs is a protective response and that in 
such cases splenectomy is distinctly contraindi- 
cated. In sickle-cell anemia there is some differ- 
ence of opinion among clinical investigators, but 
in our clinic, improvement has never been ob- 
served following removal of the spleen in this 
disease, and in 2 cases there occurred the post- 
operative precipitation of fatal acute hemoclastic 
crises. 

Even where a disease exists which has been 
proved to be benefited by splenectomy, it is es- 
sential to analyze each problem individually and 
to select the time and the circumstances, where 
possible, which will give each patient the optimum 
chance for recovery. 
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The spleen is an important organic unit in the 
hemolytopoietic functioning of the mammalian 
body, and its pathologic physiology must be under- 
stood both to avoid unnecessary or even harmful 
removal and to accomplish its occasional lifesaving 
excision. 
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A FIFTEEN-YEAR REVIEW OF OBSTETRICS AT THE 
FAULKNER HOSPITAL* 


James R. Torsert, M.D.t ann Rosert M. Smitu, M.D.t 
BOSTON 


N August 8, 1917, the present maternity 

unit of the Faulkner Hospital was opened, 
and 133 babies were born in the following year. 
In 1937, with practically the same equipment, there 
were 534 births. During the early years the major 
percentage of cases were delivered by Boston ob- 
stetricians, but soon the hospital was used more 
and more by general practitioners of the adjacent 
district, and these men now do the majority of 
the obstetrics. 

The obstetric service has a wing separate from 
the rest of the hospital, with a regular capacity 
of twenty-four beds and an overflow capacity of 
thirty-one. There are two large nurseries and a 
room for premature infants. The obstetric staff is 
headed by the chief of the department and three 
assistants. The other members are divided into 
two classes: Class A are men specially trained in 
obstetrics, while Class B are those who have not 
had special training and for whom the chief ob- 
stetrician and his associates have formulated cer- 


the obstetric services of all hospitals is highly de- 
sirable, we present below the statistics for the last 
three five-year periods at the Faulkner Hospital. 
The data are summarized in Table 1. 


NORMAL DELIVERIES 


During the last fifteen years, 6052 babies have 
been delivered at the Faulkner Hospital. Of these 
the percentages of normal deliveries were 48.5, 43.1 
and 42.9, respectively, in the successive five-year 
periods. This slight decrease has occurred in spite 
of our effort to increase the number of normal de- 
liveries, an objective which we consider to be es- 
sential in reducing maternal as well as fetal mor- 
bidity and mortality. It is our belief that intel- 
ligent use of medication increases the~ possibility 
of normal delivery and that all patients in labor 
should have the benefit of some method of anal- 


gesics, the barbiturate derivatives, Sodium 
Amytal (up to 18 gr.) and Nembutal (up to 10 


As anal 


Taste 1. Statistical Summary. 


* TOTAL NORMAL FORCEPS BREECH CESAREAN MATERNAL INFANT STILL- 
Eas DELIVERIES DELIVERIES DELIVERIES DELIVERIFS SECTIONS DEATHS DEATHS BIRTHS 
DT ctcdcsthesaidesnetsebdsaseesenuae 1765 841 705 41 5 7 22 30 
2452 1052 1049 58 196 4 33 62 
6052 2686 2587 160 263 14 80 135 


tain restrictions in operative obstetrics, consulta- 
tions being required in difficult cases. These re- 
strictions are set forth in a precedent book, a copy 
of which is on the obstetric ward. This is a ref- 
erence book in which is set forth a plan of treat- 
ment for all types of obstetric cases. 

There are three house officers at the Faulkner 
Hospital, and each has 10 to 15 deliveries during 
his four-month period on the obstetric service. It 
is the aim to provide sufficient experience and in- 
struction during this period so that a man may 
start general practice. If he is to specialize in ob- 
stetrics it is, of course, necessary for him to have 
additional training in a maternity hospital. 

Because the organization of the obstetric service 
at the Faulkner Hospital is unique and because 
we believe that the publication of the results of 

*From the Faulkner Hospital, Boston. 


tChief obstetrician, Faulkner Hospital. | 
tHouse officer, Faulkner Hospital. 


gr.), in divided doses, are used. Scopolamine or 
morphine subcutaneously, chloral hydrate orally, 
and ether or paraldehyde rectally are frequently 
combined with the barbiturates. 


FORCEPS DELIVERIES 


It is believed that the proper use of a low forceps 
is indispensable in the practice of good obstetrics, 
but that its use should not be routine. The earlier 
recognition of posterior positions has removed one 
of the commonest causes of the difficult forceps 
deliveries that resulted in extensive perineal lacera- 
tions and birth injuries to the babies. Episiotomy 
is advised in all forceps deliveries in primiparas, 
and traction rods are recommended only to bring 
a low mid-head onto the floor of the perineum. 
The use of high forceps is mentioned only to 
condemn the maneuver as one that is practically 
obsolete, while internal podalic version still has 
an occasional place in operative obstetrics. 
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BREECH DELIVERIES 


In the ten years from 1924 to 1934 there were 
102 breech deliveries with 12 infant deaths, mor- 
tality of 12 per cent. This compares favorably 
with the average rates of from 6 to 32 per 
cent mentioned in textbooks.’ The infant mor- 
tality in primiparas is considerably higher than 
that in multiparas; in the latter the mortality 
should be negligible. The use of medication dur- 
ing labor has materially helped these cases, allow- 
ing full dilatation of the os and descent of the 
breech into the outlet. The chief danger in man- 
‘ual extraction is damage to the nerve plexuses of 
the arms and spinal cord from irregular and too 
strenuous traction. In many cases the patient will 
deliver normally. In others, intelligent suprapubic 
pressure simplifies the delivery. In primiparous 
cases it is advisable to use episiotomy, with forceps 
on the aftercoming head. These steps appreciably 
reduce the incidence of damage to the fetal ver- 
tebrae and cord. 


CESAREAN SECTIONS 


We regard our incidence of cesarean section as 
too high and look with disfavor on the increasing 
percentage. The rates in the three successive five- 
year periods are 0.3, 3.4 and 8.0 per cent respec- 
tively. The average for the fifteen-year period is 
4.3 per cent, or 1 in every 23 cases. In forty-five 
hospitals in Massachusetts the incidence in 1937 
varied from 1 in 4 cases to 0 in 209 cases, with an 
average of 1 in 34 cases.” At the Faulkner Hos- 
pital the types of operation used were: classical, 


Tasre 2. Indications for Cesarean Section. 


INDICATIONS NO. OF CASES 
Pelvic di 58 
ture separation of placenta........ 13 
18 
Dystecia due to previous operations.................666.565 8 
of fetus 
2 
Previous obstetric disaster... .... 3 
octa: 
3 
Premature labor, attempt to get living baby................ 1 
1 
1 


134; low classical, 53; Kerr, 39; low cervical, 26; 
Kronig, 3; Porro, 2; unstated, 6. 

We submit the indications for cesarean section 
(Table 2) as stated on the record charts with the 
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belief that some are open to criticism. In_ this 
hospital only 3 patients have had normal pelvic 
deliveries following previous cesarean section. We 
are certain that careful study of these cases 
would have resulted in an increased number of 
pelvic deliveries. Diabetic patients are being sub- 
mitted to cesarean section routinely by one of our 
staff in an effort to prevent late fetal death in utero; 
to date there have been 11 cases, with no maternal 
deaths and but 1 fetal death. In all 263 sections 
there have been 3 maternal deaths, a mortality rate 
of 1.1 per cent. These cases will be subsequently 
discussed. 


MATERNAL DEATHS 


Of all statistics, those having to do with maternal 
deaths rank as the most important in obstetrics, 
and we are pleased to find on our records only 14 
deaths in 6052 deliveries during the past fifteen 
years, a mortality rate of 2.3 per 1000. Cases of 
abortion are not included in this list. These fig- 
ures are far below state and national averages and 
compare favorably with figures of other hospitals, 
as is shown in Table 3. It should be pointed out 
that the Faulkner Hospital serves a small com- 
munity and keeps in relatively close contact with 
the local physicians, hence the incidence of 
neglected patients is lower than that of hospitals 
covering large districts; this naturally exerts a 
favorable effect on the number of maternal deaths. 


Taste 3. Maternal Deaths. 


MATERNAL 
HOSPITAL YEAR No. DEATHS 
OR REGION OR YEARS pDeLivertes Per 1000 
Faulkner Hospital ....... 1924-39 6052 
Boston Lying-in® ....... 1935 2728 3.6 
Chicago 1935-36 2394 2.1 
1923-38 1,135,715 5.5 
United States® .......... 1923-38 6.0 


The 14 fatal cases can be summarized as fol- 
lows: 


Case 1. The patient entered with a temperature of 105°F. 
and died 5 days later of bronchopneumonia. 

Case 2. Lobar pneumonia developed after delivery, and 
death occurred in 4 days. 

Case 3. Normal delivery was followed by a normal 
pulse and temperature for 8 days. Then there were 6 days 
with symptoms of a mild phlebitis, and sudden death 
from pulmonary embolism on the 15th day. 

Case 4. Premature separation of the placenta occurred. 
After pelvic delivery the patient went into shock and died 
while being transfused. Incompatibility of blood was 
thought to be the cause of death. 

Case 5. The patient died of bilateral bronchopneumonia 
with peritonitis. 

Case 6. Normal delivery was followed by surgical shock. 
The patient was tranfused but died 12 hours after delivery. 
Autopsy showed no cause of death. 
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Case 7. After normal delivery and 13 days of unevent- 
ful convalescence, the patient suddenly died of pulmonary 
embolism on getting up for the first time. 

Case 8. The patient had severe cardiac disease and died 
12 hours after delivery. 

Case 9. Low-forceps delivery was followed by hemor- 
rhage, shock and death. No rupture of the uterus or cer- 
vical laceration could be found. 

Case 10. The patient had fulminating eclampsia; death 
occurred 13 hours post partum. 

Case 11. A repeat cesarean section was performed, with 
elective appendectomy. infection developed and 
led to death in 14 days. 

Case 12. Pregnancy was complicated by toxemia and 
toxic cardiac dilatation. The patient underwent cesarean 
section and died of pulmonary congestion 15 minutes after 
completion of the operation. 

Case 13. Cesarean section was performed for dispropor- 
tion. Peritonitis and septicemia developed, ending with 
death 13 days post partum. 

Case 14. The patient developed agranulocytic angina 
and died 6 days post partum. 


Three patients died from postpartum hemor- 
rhage and shock during the first two periods cov- 
ered by this paper. Since then, with the improved 
knowledge of the mechanism of shock and the 
technic of blood transfusion, these accidents have 
been avoided. Appendectomy at the time of a 
cesarean section, as in Case 11, is a questionable 


Taste 4. Causes of Infant Deaths. 


CAUSE NO. OF CASES 
Vertex cases: 
8 
2 
2 
1 
1 
ture separation of placenta............ 1 
1 
q 
Breech cases: 
2 
1 
1 
1 
4 
Version cases: 
3 
. 2 
Perforation of aftercoming head........................ 1 


procedure: all elective surgical procedures at such 
a time should be avoided. 
INFANT DEATHS 


By an infant death is meant the death of any 
infant who, after birth, had evidence of heart or 
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lung action. It was difficult to compile these 
statistics for the first ten-year period of this study, 
due to incomplete histories of pregnancy and de- 
livery, but the records for the last five-year period 
were fairly complete, due primarily to the revised 
labor forms which had to be filled out by the at- 
tending physician before he left the hospital. 


There were 80 infant deaths during the fifteen 
years, 1923-1938, a rate of 13 per 1000 births, which 
compares favorably with the Massachusetts figures 
for 1923-1938 of from 43 to 91 and United States 
figures for the same period of from 54 to 73.5 

Prematurity ranks first in cause of both prenatal 
and postnatal infant deaths (Table 4). In defining 
prematurity we take into consideration both the 
weight and the date of expected delivery. An infant 
under 5 pounds in weight or born during the first 
six months of pregnancy falls in this group, and in 
case of death, prematurity may frequently be listed 
as the sole cause. It is considered improbable that 
infants over 5 pounds in weight or beyond the 
seventh month of gestation die of immature de- 


velopment, and other causes should be found. 


STILLBIRTHS 


A stillborn baby was considered to be one that 
was dead before or on delivery. There were 135 
stillbirths in 6052 deliveries. As will be seen from 
Table 5, the majority of cases were delivered by 


Taste 5. Methods of Delivery in Cases with Stillbirths. 


METHOD NO, OF CASES 
13 


methods other than that of normal delivery. In 
addition to the technic of delivery, the prenatal 
care of the mother had a strong bearing on the 
incidence of stillbirths. Many of the cases had 
maternal complications such as toxemia of preg- 
nancy, placenta previa, premature separation of 
the placenta, diabetes, and so forth, and we wish to 
emphasize the importance of immediate hospitali- 
zation of such cases and the need for the aid of an 
expert consultant. 


SUMMARY 


An outline of the organization of the obstetric 
service of the Faulkner Hospital is presented, to- 
gether with a summary of the results obtained in 
this department during the past fifteen years. 

This résumé demonstrates that, while the mor- 
tality rates are satisfactorily low, there are some 


— 
- — 
i 
i 
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aspects of the work that are open to improve- 
ment. Furthermore, it points out exactly how 
these changes are to be made. 
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POSTERIOR VAGINAL HERNIA 
Francis F. Cary, M.D.,* anp Epwarp L. Younc, M.D.+ 


BOSTON 


Nr paper is presented in order to call atten- 
tion to a rather rare gynecologic condition 
simulating rectocele and uterine prolapse, which is 
frequently undiagnosed preoperatively and is occa- 
sionally unrecognized at operation for repair of 
the pelvic floor. It is often the cause of recurrence 
of what is apparently a simple rectocele. 

Miles’ has classified all protrusions of peritoneum 
into the pelvic tissues as pelvic hernias, and has 
subdivided them into the pudendal, perineal and 
vaginal types. In this paper the first two will not 
be discussed. Vaginal hernias are either anterior 
or posterior depending on whether they protrude 
between the bladder and vagina or the vagina and 
rectum. Posterior vaginal hernia has also been 
called in the literature hernia of the cul-de-sac of 
Douglas, enterocele and high rectocele, but these 
names are also used in describing conditions other 
than true vaginal hernia. A true posterior vag- 
inal hernia is a definite peritoneal sac pushing 
down from the pouch of Douglas in the midline 
and dissecting between the rectum and vagina. The 
neck of the sac is located between the uterosacral 


ligaments just behind the top of the vagina, and 7}, 


through this, abdominal contents pass to form a 
mass which may bulge out through the vulva 
when the patient strains down. 

Rectocele and uterine prolapse frequently accom- 
pany this condition but should be differentiated 
from it. Particularly is this true when there is 
a massive prolapse of the uterus and vaginal floor 
caused by an abnormally deep cul-de-sac. Reports 
of cases of vaginal hernia in the literature are 
confusing on this point. Miles’ has clarified the 
issue as follows: 

Some authors have classified both cystocele and rec- 
tocele as vaginal herniae, while by far the greater 
number of cases reported, on close analysis, turn out 
to be cases of prolapsus or descensus of the uterus 
accompanied by a bulging of abdominal contents into 
a distended cul-de-sac. ... In [this condition] .. . 
there is no true vaginal hernial sac and no ring or 


*Intern, Faulkner Hospital, Boston. 
tinstructor in surgery, Harvard Medical School; surgeon-in-chief, Faulkner 
Hospital. 


aperture through which the viscera herniate. The 
uterus descends because of stretched and attenuated 
cardinal and uterosacral ligaments; the cul-de-sac is 
enlarged and there is really a descent of the floor of the 
pelvis. This condition is properly termed elytrocele 
or vaginal enterocele. 


Jones’ defined three types of deep cul-de-sac and 
described the relation of each to the strength of the 
pelvic fascia. The first he called a congenital type 
in which the peritoneum dips into the pelvis, is 
smooth and closely lines the organs, flattening the 
rectum posteriorly and pushing forward the back 
of the uterus and cervix. The fascia in this group 
is of poor quality. The second type is also large 
and deep but the peritoneum lies in redundant 
folds over the pelvic viscera, which are not dis- 
placed by it. This is the acquired type, and the 
pelvic fascia is of fair strength. In the third type, 
which is rare, the fascia is generally good but 
there is a small opening between the vagina and 
rectum reaching from the posterior cul-de-sac, 
in normal position, down to the levators and usu- 
ally causing a vaginal protrusion. It suggests a 
protrusion through a small defect in the fascia. 
first two types are responsible for massive 
prolapse of the rectum or uterus, whereas the 
third group represents the basis for the true pos- 
terior vaginal hernia. 


There is general agreement that three main fac- 
tors lead to the development of a vaginal hernia: 
predisposition of weakness of the pelvic floor such 
as alluded to above and also accidents of parturi- 
tion; intra-abdominal pressure of pregnancy, 
ascites or tumors; and sudden trauma such as 
childbirth, straining and lifting of weights. These 
S local applications of principles underlying all 

nias. 


Garengeot reported a case of vaginal hernia two 
hundred years ago, and Sir Astley Cooper de- 
scribed the condition in his monograph on hernia 
in 1804, but actual numerical reports are few. 
In the literature up to 1932 Bueermann* found 76 
cases sufficiently well defined to be called vaginal 
hernias. Of these, 56 were of the posterior type, 
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and he added 2 more. Since then there have been 
sporadic reports of a handful of cases by Black,* ° 
Stearns,° McGuire and McGuire’ and others. The 
total number can be said to come to less than 70. 
In 1937 Phaneuf® stated that he had encountered 
38 cases of large hernia of the cul-de-sac of Doug- 
las, but examination of the 5 cases described by 
him in this and a previous report’ shows that most 
of these were not true posterior vaginal hernias but 
rather what Miles defined as elytrocele. 


REPORT OF A CASE 


A 50-year-old housewife first admitted to the Faulkner 
Hospital in January, 1930, had suffered backache, bearing- 
down pain and prolapse of the uterus since the birth of her 
only child 22 years previously. She had undergone two 
operations for suspension, the last one in 1920. Both 
suspensions gave way within 6 months after returning 
to work. Catamenia had ceased 4 months previous to 
admission, without further menopausal symptoms. 

The past history was not remarkable except for two 
operations for hyperthyroidism, in 1909 and in 1920. 

Physical examination revealed a large, healthy woman 
with negative general findings except healed thyroid and 
median suprapubic scars. The perineum and cervix were 
badly lacerated and there was a marked prolapse of the 
uterus, the cervix extending to the vulva. j 

At operation, the cervix was amputated and the perineum 

i The abdomen was opened, and the uterus was 
found to be retrocessed and to contain one small fibroid 
on the posterior surface. This fibroid was removed and 
the uterus firmly affixed to the anterior abdominal wall 
after denuding the fundus. (There was no evidence at this 
time of any break in the posterior cul-de-sac.) The wound 
was closed without drainage and the patient made an 
excellent convalescence. 

In 1933 a check-up revealed no evidence of return of the 
prolapse or any relaxation of the perineum. 

The patient re-entered the hospital in May, 1937, com- 
plaining of pain in the back and right side and a sense 
of pulling down which she had noticed for 2 years. In 
the few months before admission she had felt some struc- 
ture protruding from the vagina. 

General physical findings were normal. Pelvic exami- 
nation revealed a small, atrophic uterus attached well up 
in the anterior position. The perineum was normal an- 
teriorly. Rectal examination showed what was interpreted 
as a prolapse of the rectum through the upper part of the 
posterior vaginal wall. The preoperative diagnosis was 
rectocele. 


At operation, the perineum was denuded, exposing the 
protruding mass. With a finger in the rectum careful 
dissection showed that this was not a rectocele but a hernial 
sac with a narrow neck, whose origin lay just below the 
cervix. The sac contained small bowel, apparently ileum. 
This was reduced, the sac tied off at the neck and removed. 
The uterosacral ligaments were then sutured together in 
front of the stump. Excess mucous membrane was re- 
moved and the wound closed after bringing the peritoneal 
bed together a little more completely. 

The patient felt immediately relieved of bearing-down 
pain, but right-flank pain persisted during convalescence, 
gradually diminishing as strength was regained. On ex- 
amination 18 months later the posterior vaginal wall was 
found to be in good condition with no evidence of recur- 
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rence of the hernia. A cystocele had developed, however, 
entirely independent of any effect of previous operations, 
and necessitated a simple anterior colporrhaphy. 


This case illustrates many of the features of the 
typical posterior vaginal hernia. The symptoms 
are a bearing-down sensation and the feeling of 
a mass in the vagina. In cases with incarcera- 
tion or strangulation of the intestine in the hernial 
sac, symptoms of obstruction are also present. The 
correct preoperative diagnosis could have been 
made here if the upper part of the vaginal floor 
had been examined more carefully both by vagina 
and rectum with this condition in mind. Be- 
cause previous rectocele repair had remained 
in good condition, there was not the marked bulg- 
ing into the perineum which is often seen. A 
gurgling in the intestine in the hernial sac and 
collapse of the sac by reduction of its contents into 
the abdominal cavity are diagnostic signs which 
differentiate posterior vaginal hernia and rectocele 
or vaginal cyst. Differentiation from uterine pro- 
lapse should be difficult only when the two condi- 
tions are found together. This situation, how- 
ever, is not infrequent. 

In the present case the preceding prolapse of the 
uterus, necessitating three operations for suspen- 
sion, the rectocele and the later cystocele exemplify 
the predisposing factor of weakness of the pelvic 
tissues. Parenthetically we might postulate that 
bringing the retrocessed uterus forward and af- 
fixing it to the anterior abdominal wall aided the 
formation of the hernia by allowing the intestine 
to press directly down on the bottom of the cul- 
de-sac of Douglas. As has been stated, no defect 
in the cul-de-sac was noted at the time of the ab- 
dominal operation. 

The type of repair described here is the method 
devised by Ward. Phaneuf* uses this for un- 
complicated hernia, but when adhesions are pres- 
ent he advises the Moschcowitz intra-abdominal 
operation,’ which was originated for the cure of 
prolapse of the rectum. This obliterates the 
cul-de-sac from above by a series of purse-string 
sutures. Such a method would seem to be the 
logical and necessary procedure in cases so com- 
plicated as to need abdominal operation. 


SUMMARY 


Posterior vaginal hernia is a rare condition but 
probably occurs more often than is recognized. 

It may frequently be the cause of unsuccessful 
repairs of rectocele. 

The true posterior vaginal hernia is a definite 
peritoneal sac with a neck and must be differenti- 
ated from elytrocele, in which there is a prolapse 
of the uterus accompanied by a bulging of ab- 
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dominal contents into a distended cul-de-sac of 
Douglas. 

Only 70 cases of true posterior vaginal hernia 
are to be found in the literature. 

An additional case is reported which exemplifies 
many of the typical aspects of symptomatology, 
etiology, differential diagnosis and treatment of 
this condition. 

330 Dartmouth Street. 
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CASE RECORDS OF THE FAULKNER HOSPITAL 


Antemortem and Postmortem Records as Used in Monthly 
Clinicopathological Conferences 


Directed by J. Beach Hazarp, M.D. 


CASE 6389 
PRESENTATION OF CASE 


First Admission. A sixty-four-year-old, Ameri- 
can housewife was admitted complaining of nausea 
and vomiting. 

Three years preceding entry she began to have 
attacks of upper abdominal distress. .Vomiting 
frequently occurred after eating the first two or 
three mouthfuls of any meal, but after this she 
could usually return and finish eating without 
further symptoms. At times she was free from 
these attacks for several months. Before entry, 
an x-ray examination of the upper gastrointestinal 
tract showed abnormal activity of the esophagus, 
but no delay in the passage of barium; no lesion 
was demonstrated. The stomach and duodenum 
were normal. A Graham test was negative. Flat 
abdominal films were negative, except for a prom- 
inent splenic shadow. The spine showed evidence 
of hypertrophic arthritis. Two weeks before en- 
try there had been an acute onset of abdominal 
distress after eating a rich meal. For several days 
following this she noticed marked weakness, and 
examination at the end of this time revealed gen- 
eralized abdominal distention with increased peris- 
talsis but no tenderness. During this day two 
loose bowel movements occurred, which were ac- 
companied by generalized abdominal cramps. 
About a week preceding admission, definite up- 
per abdominal tenderness was noted, and the blood 
white-cell count was 10,000. Her nausea contin- 
ued and on one occasion she stated that she had 
vomited material of coffee-ground character. 

The basal metabolic rate was determined two 
years before entry and was found to be —13 per 
cent. She was given thyroid extract but had vol- 


untarily omitted it some months before admis- 
sion. Her general health had otherwise been R 
There had been no operations. She had had the 
usual diseases of childhood but no diphtheria or 
scarlet fever. The menopause had occurred about 
two years preceding admission. Her weight had 
been constant. 

The family history revealed that her mother died 
at the age of forty-eight of cancer. Her father 
died of hypertension. Three siblings were living 
and well. One aunt died of cancer. 

Physical examination revealed an obese indi- 
vidual with a dry skin, which was thickened and 
firm in texture. The pupils were equal and re- 
acted regularly. The tongue was clean. Her 
throat appeared somewhat injected. There was 
no general enlargement of the lymph nodes. Ex- 
amination of the lungs was negative. The heart 
was slightly enlarged, and there was a soft sys- 
tolic murmur; the sounds were regular. The ab- 
domen was distended and hyperresonant, and pre- 
sented marked peristalsis; there was definite spasm 
and tenderness and a questionable mass in the 
right upper quadrant. The liver and spleen were 
not palpable. The extremities were negative. 

The temperature was 98.4°F., the pulse rate 84, 
and the respirations 20. The blood pressure was 
178 systolic, 88 diastolic. 

The urine was negative except for a specific 
gravity of 1.038. The blood white-cell count was 
12,700 with 77 per cent polymorphonuclears. The 
red-cell count was 5,100,000 with a hemoglobin of 
100 per cent (Sahli). The blood smear appeared 
normal. A stool specimen was brownish-green, 
with a 1+ benzidine test. 

An x-ray examination made one week after ad- 
mission showed a normal esophagus and stomach. 
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There was some undue irritability of the duo- 
denum and sigmoid colon. The Graham test 
was again negative. 

During her stay in the hospital the patient's tem- 
perature showed an afternoon rise to 99 or 100°F. 
The tenderness in the right upper quadrant was 
present intermittently, and at the end of the first 
week she had some tenderness to the left of the 
epigastrium on deep . There was sore- 
ness across the back, which at times was severe, 
and also a variable amount of abdominal distress, 
particularly after the evening meal. Vomiting oc- 
curred once or twice daily, and at one time 
amounted to 800 cc. The vomitus contained no 
gross blood. Sodium bicarbonate had been ad- 
ministered in 10-gr. doses with little relief, and 
4 gr. of morphine was given almost daily. 

The white-cell count remained between 10,000 
and 12,000. Ten successive stool examinations 
showed the specimens to be yellowish-brown, with 
only two showing a positive benzidine test. 

Abdominal tenderness at the time of discharge, 
two weeks after admission, had almost entirely 
disappeared. 

Second Admission (two years later). The pa- 
tient was readmitted because of vomiting. 

She had continued to vomit the first two or 
three mouthfuls of almost every meal and then to 
eat normally. About two weeks before entry she 
began to have epigastric distress, coming on about 
two hours after meals and usually relieved by 
soda. There was also low precordial pain, which 
radiated to the left shoulder and down the left 
arm and was brought on by exertion. The original 
attack of pain followed a heavy meal and neces- 
sitated her sitting down for some time. She was 
placed on a fairly strict Sippy regime, with im- 
mediate relief for forty-eight hours, followed by 
a recurrence of symptoms. 

Physical examination showed a pale woman in 
some distress, lying quietly in bed. The heart 
sounds were regular and of good quality, with 
a systolic murmur at the apex and an accen- 
tuated As. The abdomen was distended and 
tympanitic, with slight tenderness in right and left 
upper quadrants, but no mass or spasm. Ophthal- 
-moscopic examination showed moderate sclerotic 
changes of the retinal vessels, but no exudate or 
hemorrhage. Physical examination was otherwise 
negative. 

The temperature was 99.2°F., the pulse rate 72, 
and the respirations 24. The blood pressure was 
120 systolic, 80 diastolic. 

Urinalysis showed a slight trace of albumin and 
a very rare erythrocyte. The blood white-cell count 
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was 11,550 with 78 per cent polymorphonuclears, 
and the red-cell count 5,000,000 with a heme »globin 
of 101 per cent (Sahli). A nonprotein nitrogen 
was 39 mg. per 100 cc., and a blood sugar 129 
mg. A blood Hinton test was negative. 

A gastrointestinal series disclosed a dilated stom- 
ach, which was almost completely obstructed. Six 
hours after the meal only a small amount of barium 
was seen scattered throughout the small bowel. 
The obstruction was beyond the sphincter, which 
was well differentiated. During the examination 
just enough barium entered the duodenum to 
identify the base of the cap. The rest of the gas- 
trointestinal tract showed no abnormality. 

During her stay she vomited on several occa- 
sions, two of the specimens examined showing 
a 1+ benzidine test. She had been admitted chief- 
ly for x-ray studies and was discharged seventy- 
two hours after admission. 

Final Admission (fifteen months later). The pa- 
tient was readmitted because of vomiting. 

Since the previous admission she had been at 
home on a strict Sippy diet. She continued to 
vomit the first portion of many meals and occa- 
sionally after meals, but there was little distress. 
At times there was precordial pain with radiation 
down the left arm, usually relieved by nitroglycerin. 
She had gained weight. X-rays taken about one 
year previous to admission showed a constricted 
area of irregular contour in the esophagus op- 
posite the ninth and tenth dorsal vertebral bodies 
and measuring 4 cm. in length. The first portion 
of the duodenum showed spasm, but the stomach 
emptied at a normal rate. Three months before 
entry she was put to bed because symptoms of 
abdominal distress became more severe and were 
accompanied by pain in the left upper quadrant. 
For about a month preceding entry severe retch- 
ing and vomiting occurred, sometimes with the 
production of blood-streaked material. X-ray films 
taken two months preceding admission showed 
the esophagus to measure 3 cm. in width above 
the constricted zone. The mucosal pattern ap- 
peared to continue through the defect. The stom- 
ach was small and hypertonic, and the duodenal 
cap showed constant deformity but no crater. 
Pain in the left upper quadrant continued, and 
a palpable mass was noted in that vicinity. She 
was admitted because of the increased intensity of 
symptoms. 

The patient’s color appeared good, and the skin 
was dry. The left border of the heart was per- 
cussed at the nipple line; there was a blowing 
systolic murmur, but no diastolic murmur, and 
Ae was slightly greater than Pe. The abdomen 
was soft and symmetrical. There were points of 
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tenderness under the left costal margin and in 
the right lower quadrant. In the latter region 
there was a small indefinite mass, which could 
be moved. The spleen was thought to be palpable, 
but the liver edge was not felt. 


The temperature was 98°F., the pulse rate 67, 
and the respirations 14. The blood pressure was 
120 systolic, 68 diastolic. 

Urinalysis showed a slightest possible trace of 
albumin and sugar, and the sediment contained 
frequent es. Acetone was present, but 
no diacetic acid. The blood white-cell count was 
5000 with 60 per cent polymorph lears, and the 
red-cell count 3,600,000 with a hemoglobin of 75 
per cent (Sahli). The smear appeared normal. A 
blood sugar was 153 mg. per 100 cc. A stool on 
the second day ‘after entry was light brown and 
gave a 3+ benzidine test. 

After admission the patient was kept quietly in 
bed and given intravenous glucose once or twice 
daily. Water in sips by mouth was attempted, but 
promptly caused vomiting. The vomitus at one 
examination showed a free hydrochloric acid of 
40 units. Seven specimens showed from 2+ to 
4+ benzidine tests. The mass in the right lower 
quadrant moved up to the right upper quadrant, 
and then disappeared. Substernal pain was some- 
times relieved by nitroglycerin, but morphine was 
required in frequent doses. Each time she was 
seen by her husband or any member of her family 
or by her physician, nausea and vomiting were 
precipitated. On the twelfth day after entry a 
bedside film of the chest and upper abdomen, 
taken following the ingestion of a small amount 
of barium, showed most of the barium in the 
stomach with a small amount scattered through 
the lower half of the esophagus. Two centimeters 
above the diaphragm there was an area of nar- 
rowing of the esophagus, extending upward about 
4 cm. There was no dilatation of the esophagus 
above. A film twenty-four hours later showed 
the stomach empty, and the barium scattered 
through the proximal colon. During the last 
week of stay the patient vomited dark coffee- 
ground material; a small nasal tube was passed 
into the stomach, and about 2000 cc. of bloody ma- 
terial removed. On the seventeenth day after 
entry her pulse became imperceptible, and she 
died quietly. 


DiFFERENTIAL D1AGNnosis 


Dr. WituiaM B. Breep: This patient’s history 
extends through a period of about five years and 
three months, during which time she came into 
this hospital three times. Her symptoms were 
referable to the gastrointestinal tract, varied greatly 
from time to time, and were periodic. My first 
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thought is that there must have been some diffuse 
process which affected the esophagus, the stomach, 
the duodenum and perhaps other portions of the 
gastrointestinal tract. Her symptoms at the be- 
ginning suggest cardiospasm and possibly a dia- 
phragmatic hernia, which later is ruled out. Then 
there are symptoms of pylorospasm with com- 
plete obstruction. There follows a period during 
which the stomach acted well, food passing readily 
through it. Recorded in the history and also in 
the physical examination is a very interesting series 
of observations, namely “fleeting” masses in the 
abdomen, first in the right lower quadrant, then 
in the left lower quadrant, and again in the right 
upper quadrant. No localized process would pro- 
duce such a picture. Before defending one diag- 
nosis I should like to ask the roentgenologist 
whether he can say definitely that this woman did 
not have esophageal varices at any time. 

Dr. Macnus I. Smepat: I never saw them. 

Dr. Breep: In the description such a finding 
was not suggested. If she did have esophageal 
varices it might lead us toward a diagnosis of 
cirrhosis of the liver, or thrombosis of the splenic 
vein with esophageal varices. Your report makes 
me reasonably confident in ruling out these diag- 


noses. 

The one diagnosis I wish to place before you 
for consideration is a radiosensitive tumor of the 
lymphoma group. This, it is true, does not ex- 
plain the symptoms referable to her heart, which 
I believe were due to arteriosclerotic heart disease 
with coronary disease. 

You will note that every time she came into 
the hospital and had x-ray studies she was better 
and went home for a period of months. I have 
heard of cases that are so sensitive to x-ray that 
the process will subside and allow normal function 
to go on, even after only diagnostic exposure. Now, 
is it true that she had had no x-ray treatment? Do 
you know how many times she was x-rayed? 

Dr. F. Witt1aM Martow, Jr.: She was x-rayed 
at least five times but had had no x-ray therapy. 

Dr. Breen: She had this diffuse process in her 
gastrointestinal tract. I have tried to explain it 
on various other grounds. I do not think she had 
carcinoma. She lived for five and a half years 
and did not lose weight. From time to time her 
symptoms subsided without any particular form 
of treatment other than diet and rest. During 
the two years she was at home between the first 
and second admissions and the fifteen months be- 
tween the second and third, she improved di- 
rectly after she left the hospital. Of course there 
is no question but there was a psychogenic ele- 
ment here, but she did not die of psychoneurosis! 
Furthermore, psychoneurosis does not produce 
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lumps in the abdomen from time to time. I 
should like to go over the films with Dr. Smedal. 


Dr. Smepat: Here are representative films of 
several examinations. 

Four years before the final entry Dr. Sidney L. 
Morrison said he could find only an irritable duo- 
denum, the rest of the gastrointestinal tract being 
negative. We have no films from the first exam- 
ination five and a half years before admission 
at which some irritability of the esophagus was 
reported. Two years later she had this dilated 
stomach, with marked peristalsis and practically 
complete obstruction just at the duodenal cap. 
The barium in the colon is the residue from a 
barium enema done the day before. After six 
hours, there was almost no barium in the small 
bowel. A film one year before final entry showed 
a narrowing in the lower third of the esopha- 
gus, which was persistent at all times. The final 
film taken one year later with a portable machine 
after the patient had had a small amount of 
barium showed no obstruction at the lower end of 
the esophagus. 

Dr. Breep: The obstruction at the pylorus dis- 
appeared completely? 

Dr. Smepat: Yes. 

Dr. Breep: Of course she could have had a 
duodenal ulcer which improved on a Sippy diet 
at home, but this transient obstruction of the 
pylorus I cannot understand. It certainly is hard 
to explain on a psychogenic basis. I think cancer 
in any portion of the gastrointestinal tract, in the 
pancreas or in any other place seems a remote pos- 
sibility. She may have had an ulcer of her duode- 
num, but I cannot see how an ulcer there would 
explain the esophageal lesion or the appearance 
and disappearance of masses in her abdomen. I 
wonder if it would not be possible to find out a 
little more about the nature of these masses. I 
was in doubt as to just what they were. Were 
they hard masses? Were they movable? Were 
they tender? 

Dr. Marrow: We thought the masses were 
fecal. 

Dr. Breep: I cannot explain the esophageal 
symptoms or the x-ray picture of the esophagus on 
the basis of an ulcer unless she had an ulcer in 
her esophagus as well as in her duodenum. Could 
you say that the defect is an ulcer of the esopha- 
gus, Dr. Smedal? 

Dr. Smepat: X-ray films during her hospital 
stay showed no esophageal lesion. Dr. Morrison 
demonstrated an esophageal lesion at an office 
visit several months later. 

Dr. Sipney L. Morrison: At the time I ex- 
amined her the stricture was constant. I thought 
there was some irritability of the esophagus. It 
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did not look irregular enough to say that it was 
cancer, and yet I did not dare to say it was not 
cancer on a single examination. At one time I 
wondered if there was not an extra-esophageal 
lesion, but I was unable to demonstrate it. I 
said it could be a stricture or it could be cancer, 
and requested another examination. I examined 
her for a long time because I could not satisfy 
myself that the lesion was a malignant neoplasm. 

Dr. Martow: Here is Dr. Morrison’s report 
at the time: “There is a constricted area in the 
lower third of the esophagus which is rather 
rigid, that is, it would not dilate either with 
thick or thin barium. There was quite a bit of 
cardiospasm.” 

Dr. Breep: After this examination, with con- 
siderable exposure to x-ray, did she improve? 

Dr. Martow: Yes. She got well enough to go 
abroad and to stay there from early summer up 
until the following Thanksgiving, when, just 
before going to visit some friends, she had a re- 
currence of symptoms that persisted practically 
until the time she died. An x-ray film was taken 
two months before she died, and at that time the 
esophagus was dilated, measuring 3 cm. in width 
in its middle third. There was marked irregular 
narrowing in the lower third about 8 cm. above 
the cardia. 

Dr. Breep: Let us take up the question of 
whether or not this is cancer of the esophagus. 
Three years before her first admission the story 
was one referable to the esophagus, and I should 
think it almost inconceivable that cancer in the 
lower third of the esophagus could be of as long 
a duration as that, with periods of remission. I 
cannot explain this on any basis other than that 
the lesion was some diffuse, non-epithelial tumor 
which may have been very sensitive to x-rays, prob- 
ably a lymphoma. 

Dr. Martow: During the five years before her 
death she never had a blood count less than 
5,500,000 or a hemoglobin less than 80 per cent 
(Sahli), and all differential counts were normal. 

Dr. Breep: That only strengthens the impres- 
sion that she did not have cancer. 

Dr. Epwarp L. Youne: I saw her two or three 
times in consultation with Dr. Marlow. The first 
time I thought she had gall-bladder disease and a 
psychoneurosis, the second time my diagnosis was 
duodenal ulcer with a neurosis, and the third time 
I believed the whole picture was psychoneurotic. 
Since she died, the last diagnosis is undoubtedly 
wrong. The early part of her illness might have 
been caused by ulcer, and the last part by cancer. 
That would explain the symptoms as I see them. 

A Puysician: I should like to ask Dr. Breed 
if the fact of her vomiting after the first two or 
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three mouthfuls and then going back and eating 
a whole meal is not characteristic of hysterical 
vomiting, and I should also like to ask if it is 
possible that she might have died through starva- 
tion of psychogenic origin. 

Dr. Breep: I agree that the first part of the 
story is very suggestive of cardiospasm of psycho- 
genic origin. As to her death, she did bleed a 
good deal and they removed 2000 cc. of bloody 
material at the end; furthermore, she had occult 
blood from time to time in her stools. It is true 
that lymphomas of the intestine do not usually 
bleed profusely. 

Dr. Martow: Dr. Breed suggested a diagnosis 
that we did not think of during five years. She 
did not lose weight until a short time before she 
came into the hospital and that was explained 
because she had taken practically nothing by 
mouth for from three to six weeks. She would 
get a little relief for several days on a very strict 
Sippy diet, and as soon as the slightest attempt 
was made to increase it, she promptly obstructed 
and began to vomit. We went through about the 
same mental distress that Dr. Breed has. 

- She died of hemorrhage, her pulse becoming 

gradually weaker and then suddenly stopping. I 
support my finding of a palpable spleen by the 
fact that two other people examined her and 
came to this same conclusion. It was also re- 
ported to be enlarged by x-ray. 

I think part of the reason for the difficulty 
in diagnosis was the fact that she was a difficult 
woman from whom to obtain a history and one 
could not really tell whether her pain was anginal 
or due to a simple ulcer. Finally, after persistent 
questioning, a history of two definite types of 
pain was extracted. 

Curnicat DiaGnoses 

Cancer or ulcer of the esophagus. 

Duodenal ulcer. 

Coronary disease. 

Dr. Breep’s DiacNoses 

Diffuse non-epithelial tumor of the esophagus, 

probably lymphoma. 

Coronary disease. 

PatHo.ocicaL DiaGNoses 

Chronic peptic ulcer of esophagus, with hem- 

orrhage. 

Chronic duodenal 

Healed and healing infarct of myocardium, sec- 

ondary to arteriosclerotic occlusion of cir- 
cumflex branch of left coronary artery and 
more recent arteriosclerotic and thrombotic 
occlusion of right coronary artery. 
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PatHoocicat Discussion 


Dr. J. Beactt Hazarp: May I first apologize 
for inserting such a detailed picture of the fleet- 
ing abdominal masses. My only excuse is they 
were described in detail in the record. They were 
not present at autopsy, and the assumption of 
their being scybala is probably correct. The defect 
in the esophagus was a peptic ulcer, 5 by 3 cm.; 
it had extended to the periesophageal fat tissue but 
had not caused a mediastinitis. The ulceration 
was located just above the cardia and almost en- 
circled the esophagus. In the ulcer bed there was 
a zone of extensive hemorrhage. Fresh blood was 
present in the esophagus, and there was 500 cc. 
of coffee-ground fluid in the stomach. There 
were three duodenal ulcers adjacent to the pylorus,. 
and 3 cm. distal to these was a deep ulcer which 
extended through the duodenal wall, though it 
had not perforated into the peritoneal cavity. 

To explain the pain down the arm, old and re-. 
cent infarctions in the posterior wall of the myo- 
cardium were found. There was also an old oc-- 
clusion of the left circumflex coronary artery, and 
a more recent occlusion of the right coronary 


artery. 
Esophageal ulcers are relatively rare, and when 
do occur, are often associated with gastric 
or duodenal ulcers. The pain is usually referred 
to the lower substernal region, and the lesion is 
often mistakenly judged to be duodenal in location. 


CASE 6390 
PRESENTATION OF CasE 


A seventy-eight-year-old retired business man 
was admitted with the chief complaints of ab- 
dominal pain and diarrhea. 

About nine weeks preceding entry he devel- 
oped pain in the epigastrium, which was described 
as “pressure or gas pain” and lasted twenty-four 
hours. There was no vomiting. For a short time 
following this he felt fairly well except for occa- 
sional attacks of “gas pains.” A second attack of 
epigastric pain occurred about eight weeks before 
admission and was accompanied by nausea, vom- 
iting and a feeling of feverishness. It was followed 
by diarrhea. He went to bed for four weeks and 
felt sufficiently weak to have a nurse in attendance. 
During the month preceding admission he ex- 
perienced occasional epigastric pain with, at times, 
some diarrhea. No blood was noted in the stools. 
The pain was said to occur occasionally about 
half an hour after eating but was not regular. An 
X-ray examination was made four weeks before 
entry. The gall bladder contained one gallstone 
(about 2.5 cm. in diameter) and showed no ex- 
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cretion of dye. The liver was of normal size. A 
barium meal showed a negative stomach with 
normal emptying time. There was also a slight 
irregularity of the duodenum, which was inter- 
preted as probably due to adhesions. There was 
no obstruction in the small intestine. The colon 
showed normal motility. The cecum was rather 
low in position, and some of the films gave evi- 
dence of pressure on the cecum. Ten days later 
a re-examination of the large intestine with barium 
enema and fluoroscope showed a filling defect in 


the cecum on the medial aspect, which apparently 


extended posteriorly. It was interpreted by one 
observer as being a mass pressing on the cecum. 
There was no evidence of obstruction by the mass 
either in the ileum or the colon. 

The patient had always been in good health. 
There had been no operations or injuries. His 
family history was noncontributory. 

Physical examination revealed a well-developed 
and nourished man in generally fair condition. 
There was no generalized enlargement of the 
lymph nodes. Examination of the chest and 
lungs was negative. A mass approximately 15 
by 15 cm. was present in the right lower quadrant 
of the abdomen. This was slightly tender along 
its lower border. The surface seemed smooth, 
with a somewhat irregular area on its inferior 
aspect. It was partially movable. Rectal exam- 
ination showed a somewhat enlarged prostate. 

The temperature was 97.8°F., the pulse rate 80, 
and the respirations 20. The blood pressure was 
144 systolic, 96 diastolic. 

A urine specimen was of acid reaction, had a 
specific gravity of 1.014 and contained a slightest 
possible trace of albumin, no sugar, no casts, no 
red blood cells, 2 to 3 white blood cells per high- 
power field, and occasional epithelial cells. The 
blood white-cell count was 9250 with 66 per cent 
polymorph lears; the red-cell count 4,600,000 
with a hemoglobin of 83 per cent (Sahli). A 
smear showed slight anisocytosis and apparently 
normal platelets. A stool specimen gave a nega- 
tive benzidine test. The blood nonprotein nitro- 
gen was 38 mg. per 100 cc., the blood sugar 93 
mg., and the blood Hinton test negative. 

After admission the patient was comfortable 
without medication. The temperature ranged 
from 97 to 99.5°F., and on the third day an ab- 
dominal operation was performed. Examination 
of the abdomen under anesthesia showed the mass 
in the right lower quadrant to be quite movable. 


DiFFERENTIAL DiacNnosis 


Dr. Epwarp L. Younc: We have here a clean- 
cut picture of an elderly man who was apparently 
well until nine weeks before admission, and then 
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developed several attacks of epigastric pain and 
some diarrhea and came in with a mass in the 
right lower quadrant. The latter was something 
definite and so must be labeled. What data are 
there to aid us? The description of the pain will 
fit almost anything that is involving the mesen- 
tery of the small intestine in the right lower quad- 
rant. I believe the fact the pain was epigastric 
means that the mass involved the peritoneum or 
mesentery in the neighborhood of the small bowel 
and that it was not an intrinsic cecal lesion. Diar- 
rhea merely indicates irritation in the bowel. We 
see it occasionally in inflammations and at times 
with neoplasms. Nevertheless, I believe that if 
there was an intrinsic neoplasm of this size asso- 
ciated with diarrhea the stool should have con- 
tained either gross or occult blood. The x-ray 
studies also aid us in ruling out a neoplasm within 
the cecum. I do not believe a cancer of the cecum 
could be so large as this mass apparently was 
without there being gross or microscopic blood 
in the stools, an anemia or conclusive x-ray evi- 
dence of the lesion. It seems to me we must 
make a diagnosis other than that of neoplasm. 


If it is not that, and of course at the age of 


seventy-eight a neoplasm is the thing one thinks 
of 


first, what can it be? Has the gallstone any- 
thing to do with it? I doubt it very much, unless 
the gall bladder with its contained stone is fixed 
in the right lower quadrant and produces the pal- 
pable mass. I once explored a mass in the right 
lower quadrant which I decided must be an ap- 
pendiceal abscess because there was epigastric pain 
shifting to the right lower quadrant, but I found 
a gangrenous gall bladder containing a stone. 
However, this mass in the right lower quadrant is 
rather large for that of a gall bladder. 


Is it possible we have some other rare condition? 
We must remember that, at the age of seventy- 
eight, appendicitis is always apt to be atypical. It 
is in children and old people that the diagnosis of 
acute appendicitis is most often missed. The 
symptoms and signs are so atypical that rupture ~ 
may occur while the patient is being watched. 
There is not the commensurate tenderness or 
spasm one is accustomed to find. I believe it is 
possible that this man might have had an appen- 
diceal abscess. The fact the mass was movable does 
not rule out this diagnosis. 

What else could it be? One thinks of the various 
weird things he has seen and wonders if this is 
another. Of course, there is the gangrenous ap- 
pendix epiploica, and also diverticulum of the 
cecum with abscess formation. Even foreign body 
in the omentum must be considered. I remember 
taking out a mass only a couple of years ago 
which turned out to be a toothpick which the 


patient had swallowed several months previously. 
It came out of the wall of the cecum, and I took 
it out of a large mass in the omentum. That, 
however, is not likely here. 

Could it be intussusception? He had had barium 
by mouth as well as by rectum, and I believe there 
would have been evidence of this lesion in the 
x-ray. Regional ileitis is uncommon at this age. 
How about a retroperitoneal lipoma? They occur 
not infrequently, arising in the mesentery or re- 
troperitoneal fat tissue, generally in the former, 
and may grow to a large size. It should not be as 
freely movable as this is said to have been because 
it is usually somewhat fixed to the posterior ab- 
dominal wall. Could it be urticaria of the cecum, 
with marked thickening of the bowel wall? It 
has been described, though I have never seen it. 
Is there anything to suggest sepsis? I have al- 
ready said that at his age he would have had 
atypical symptoms, so that the temperature of only 
99.5°F. and the lack of leukocytosis do not elim- 
inate infection. Tuberculosis I have not men- 
tioned. Of course it occurs as a mass, but gen- 
erally not at the age of seventy-eight and not com- 
ing on as acutely as this did. The same is true 
of mesenteric adenitis. 

It seems to me the facts that he had had epi- 
gastric pain, that these symptoms came on in 
attacks, that he was apparently free of trouble 
until a very short time before admission, that he 
had no anemia and that the x-ray films suggest 
something outside the bowel all point to either an 
appendiceal abscess or some rare disease, such as 
retroperitoneal lymphosarcoma, which occasionally 
produces a picture such as this. I do not believe the 
mass could be connected with the urinary tract. 

I am going to say appendiceal abscess first, and 
some unusual type of tumor second. When I op- 
erated I should have been ready to shift either 
way, depending on what was uncovered in the 
right lower quadrant of the abdomen. 

Dr. CHanninG FrornincHaM: Would you not 
expect an appendiceal abscess of that size to be 
fairly well fixed? 

Dr. Younc: Yes; but I have seen one that was 
very movable. 

Dr. Sipney L. Morrison: On looking at these 
x-ray films, I believe the mass is situated posteriorly 
and medially in the wall of the cecum. The sur- 
face seems too smooth for a carcinoma. 

Dr. Younc: I have seen a freely movable mass 
that was due to chronic intussusception, but I 
should have suspected that the barium by mouth 
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would have shown evidence of such a lesion. Is 
that a fair assumption? 

Dr. Morrison: I should say so. 

Dr. Younc: Another thing that would help 
rule out intussusception is the absence of occult 
blood in the stool. 

A Puysictan: Would you consider thrombosis 
of the mesenteric vessels? 

Dr. Younc: I do not believe that there would 
be such a large mass, nor would the patient go 
nine weeks without presenting a more serious sit- 
uation, even with intermittent thrombosis. 

A Puysician: Is not an omental cyst to be con- 
sidered ? 

Dr. Younc: It is too low for an omental cyst, 
considering the size of the mass. That is one rea- 
son why I rule out torsion of the omentum. I have 
never seen a cyst of the mesentery of the bowel 
in that location. 

Dr. Morrison: If it is in the wall of the cecum, 
it could not be an omental cyst. 


Cumnicat DIAGNoses 
Lymphoblastoma? 
Carcinoma of cecum? 


Old appendiceal abscess? 


Dr. Epwarp L. Younc’s DiacNnoses 


Appendiceal abscess? 
Retroperitoneal lymphosarcoma? 


PatHotocicat Diacnosis 
Hodgkin’s disease of the cecum, sarcoma type. 


Discussion 


Dr. J. Beach Hazarp: At operation a segment 
of intestine was removed which included 15 cm. 
of terminal ileum and 30 cm. of the cecum and 
colon. The tumor was located in the cecum, en- 
circling the ileocecal valve and replacing the cecal 
wall posteriorly and medially over an area ap- 
proximately 10 by 8 cm. On section the tissue was 
of white “fish-flesh” appearance and formed a 
mass up to 7 cm. in thickness. On the mucosal 
aspect it was evident as large, rounded, relatively 
smooth-surfaced projections. Histologically it was 
of cellular structure with a predominance of 
medium-sized round cells and with occasional cells 
of the Sternberg type. The regional lymph nodes 
were partly replaced by tumor. The diagnosis of 
Hodgkin’s sarcoma was made. 

The patient died one year after operation, but 
no autopsy was obtained. 
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PSYCHIATRY — STEARNS 


REPORT ON MEDICAL PROGRESS 


PSYCHIATRY 
A. Warren Stearns, M.D.* 


- a general way, progress in the field of psy- 
chiatry during the year 1938 consisted in further 
development of work which had already begun 
in previous years. By far the most important 
development is the so-called shock treatment for 
dementia praecox and other psychoses. Readers 
have frequently been informed of the tremendous 
damage done by mental disease—one bed for 
mental disease for each bed for all other diseases 
in America. Of those cases accumulating in state 
hospitals roughly 75 per cent have been diagnosed 
dementia praecox, latterly called for reasons not 
too obvious, schizophrenia. 


Until recently these cases presented a very hope- 
less picture. Occupational therapy, physiotherapy 
and other empirical procedures were largely pallia- 
tive, and no specific attack was made on the dis- 
eased process itself. Organicists and psychogene- 
sists vied with each other in elaborating the 
minutiae brought forth by their endeavors, but 
no one really claimed to understand the cause, 
nature or cure of this dread malady. 


Then came the insulin-shock treatment, empiri- 
cal to be sure, but opening up leads and hopes 
heretofore unknown. Following this, came the use 
of various other convulsants, especially Metrazol. 
All of this has had a tremendously invigorating 
effect on the whole field of psychiatry. Whereas 
one often sent patients to state hospitals solely 
for care, it has now become possible to think in 
terms of treatment. During the past year there 
have been a number of excellent publications, 
some of them dealing with large numbers of care- 
fully treated cases. Compared with the roughly 
20 per cent of remissions in untreated cases of 
dementia praecox, with insulin the incidence of 
such remissions of cases of less than one year’s 
duration has varied from 50 to 85 per cent.’ Con- 
servative psychiatrists have hesitated to speak of 
cures, but there is a note of optimism in most 
of these reports. Similar results have been ob- 
tained with the use of Metrazol. Each has its 
advocates and it is not yet possible to decide be- 
tween rival claims.” * 

This work is not only of importance in the very 
practical matter of relief of patients, but its im- 
plications concerning the nature of mental disease 


are of fundamental importance. It has enlivened 


*Dean, Tufts College Medical School. 


state-hospital medicine in a very hopeful way. In- 
cidentally, recent reports of the use of Metrazol 
in involutional depressions appear even more 
promising, some persons reporting 100 per cent of 
cures, after a relatively short period of treatment. 
As the year closes, this work is being extended in 
scope and area.* 

Of less practical importance, but theoretically 
illuminating, is the work which has been done in 
the study of “brain waves.” The passage: of elec- 
trical currents through the brain results in certain 
conventional findings. These vary under certain 
conditions and especially in various mental dis- 
eases. The work promises to increase our under- 
standing of impaired mental function, and certain 
investigators appear to be able to localize organic 
lesions by this method. It would seem at this 
time safe to assume that it will be an important 
aid in localizing brain tumors.” ° 

There has been further work in the application 
of experimental pharmacology to the field of psy- 
chiatry. Contemporary with certain physiological 
and chemical concepts concerning the autonomic 
nervous system, studies have been made of the 
effect of certain drugs in stimulating and inhibit- 
ing the complicated apparatus having to do with 
the emotional life of individuals, both sick and 
well.’ The drug, amphetamine (Benzedrine) 
sulfate, has been found useful in treating cer- 
tain psychic states. While psychological studies 
have continued, the above appears to indicate a 
trend in the development of psychiatry toward the 
chemical and physiological rather than the psycho- 
logical. It seems to bring the field of psychiatry 
a little closer to that of general medicine. 

There has been a continued effort to stimulate 
the teaching of psychiatry in medical schools. Many 
data have been collected and published tending 
to show the relative importance of mental states 
in the field of medicine and their neglect by medi- 
cal educators. As a result of these efforts there 
are many evidences of more time’s being given in 
medical schools to psychiatry and related sub- 
jects.” 1° 

Sociological disciplines have been invoked to an 
increasing extent as an aid to the understanding 
of certain psychiatric problems. The field of child 
guidance has been especially illuminated. A few 
years ago when dealing with problem children 
a good deal of attention was given to psychological 
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mechanisms and much insight was gained as to 
child life. To this has recently been added the 
vast amount of material obtained by sociological 
investigations. It has been demonstrated that chil- 
dren growing up in certain neighborhoods or in 
certain types of homes are subjected to stresses not 
experienced by those in more favorable circum- 
stances. The statistical method has been widely 
used; many new things have been learned, and 
many old errors have been corrected."*** From 
many medical clinics have come studies indicat- 
ing the relation between adverse social situations 
and the development of the neuroses."* Compara- 
tive studies of medical and social histories seem 
to show causal relation between situations and 
morbid emotional responses.'*:'® In one study, 
schizophrenia has been shown to be common in 
areas where other evidences of social maladjust- 
ment were most frequent, and the possibility of 
this disease’s being precipitated or even caused by 
adverse social conditions is postulated.’* 

There have been two attitudes toward psychiatry 
in the past; one group has regarded it as a 
branch of medicine and has considered it solely 
from this light, while other groups have considered 
it as a way of life and have sought to leaven whole 
fields of human activity with certain points of 
view. The latter workers have continued to make 
progress in the fields of religion, education and 
law. Though some resistance has been made, in 
general it can be said that psychiatry has been well 
received by leaders in these various departments 
of human endeavor. We find an extension in the 
application of psychiatric principles to the field of 
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criminology.’* Certainly the schoolteacher’s atti- 
tude toward his work and especially his insight as 
to the mental life of his wards have been favorably 
influenced by psychiatry."® And finally, religious 
workers in dealing with the emotional life of in- 
dividuals and their problems have learned much 
from the efforts of psychiatrists and psychologists. 
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CASE 25171 


PRESENTATION OF CASE 


A forty-three-year-old, white, married bank offi- 
cer was admitted complaining of frequency of six 
months’ duration. 

For several years he had had to micturate about 
every two hours during the day. He had been 
impotent for nine months. His frequency had 
gradually increased during the previous six months, 
occurring some days as often as every twenty 
minutes. There was no difficulty in starting the 
flow, but the stream lacked force and he was un- 
able to empty the bladder. After completion of 
urination dribbling occurred for several minutes. 
He had nocturia once each night. Occasionally 
there was uncomfortable burning on micturition, 
but there had been no hematuria or pyuria. There 
was no history of venereal disease. He had an 
aching sensation in the sacroiliac region, not ag- 
gravated by motion and never radiating; it was 
the same night and day, causing no incapacity, 
only discomfort. A year before admission he be- 
gan having attacks of non-radiating pain about 
25 cm. to the right of the umbilicus. The pain 
persisted several hours, without anorexia, nausea 
or change in bowel habits. He had had several 
such episodes, two occurring during the week prior 
to entry. The pain was not affected by motion, 
food or alkalies. He had occasional episodes of 
gross bleeding by rectum, not always associated 
with tenesmus, although he knew that he had had 
hemorrhoids for several years. On several morn- 
ings he noted blood stains on his undergarments, 
presumably coming from the anus. He had had 
no tarry or mucoid stools and no change in bowel 
habits. His past and family histories were non- 
contributory. 

Physical examination showed a well-developed, 
thin man in no distress. The fundi showed blur- 
ring of the disk margins. The teeth showed 
marked caries. The right posterior cervical lymph 
nodes were slightly enlarged, firm and matted. 
Examination of the chest was negative. The blood 
pressure was 115 systolic, 80 diastolic. The right 
kidney was palpable and tender. On deep palpa- 
tion a firm, tender mass was encountered in both 
lower quadrants near the midline, apparently aris- 
ing out of the pelvis. During urination the stream 
was weak but could be stopped on command. It 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


711 


stopped three times, however, of its own accord 
during the one act of micturition observed. Rec- 
tal examination revealed a large pelvic tumor, firm 
but not hard enough to be bony. It seemed to 
originate on the left pelvic brim and extended 
across the posterior wall of the bladder. A _proc- 
toscope passed well above the tumor; examination 
showed a normal mucosa, but a collapsed lumen 
due to extrinsic pressure. A stool examination 
was negative. Cystoscopic examination was neg- 
ative. 

The temperature was 98.6°F., the pulse 90, and 
the respirations 18. 

The urine examination showed only an occa- 
sional white cell and a small number of bacteria. 
A urine culture gave no growth. The red-cell 
count of the blood was 3,870,000 with 75 per cent 
hemoglobin, and the white-cell count 17,600. A 
lumbar puncture showed normal dynamics. There 
were no cells in the spinal fluid, but the protein 
was 45 mg. per 100 cc. A spinal-fluid Wasser- 
mann test was negative. Two Frei tests were 
negative. 

X-ray films showed transverse rather cylindrical 
areas of calcification at the superior margin of the 
urinary bladder, in the region of the seminal 
vesicles. Above these areas there was a round, 
smooth mass about 6 cm. in diameter. There was 
no abnormality of the sacrum or lumbar spine. 
A barium enema showed the rectum displaced to 
the right and forward by the soft-tissue mass. 
The pressure defect in the rectum was smooth, 
with no evidence of involvement of the bowel. 

On the ninth hospital day an operation was 


DIFFERENTIAL D1acNosis 


Dr. Recrnatp H. Smituwick: A great deal of 
this history has to do with urinary tract symptoms. 
So far as I can see, the symptoms referable to the 
gastrointestinal tract are probably not of diagnos- 
tic significance. It is quite possible that the uri- 
nary symptoms have nothing to do with the diag- 
nosis, but it might be interesting to try to follow 
them through to see if it is possible to come to a 
conclusion as to the nature and location of this 
tumor from that point of view. Before proceed- 
ing too far in that direction it might be well to 
see what the x-ray films show. Perhaps they are 
perfectly characteristic of the type of tumor this 
patient had. 

Dr. Ausrey O. Hampton: They are not char- 
acteristic of anything I know about. I cannot add 
to the record, but I can point out the lesion. The 
mass is not so obvious on the film as you would 
expect it to be from the physical examination. I 
cannot see how it could arise from the brim of 
the pelvis, but since I cannot visualize the mass 
plainly, I must not argue too much about that 
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point. To me it looks as though it were free of 
the pelvic brim and in the middle, but at the 
time of the barium-enema examination, the de- 
fect is larger than the visible soft-tissue shadow 
so we must see only part of it. This calcification 
interests me more than does anything else. I do 
not remember ever having seen a blood vessel in 
such a horizontal position in the pelvis, and yet it 
looks like a blood vessel that is completely calci- 
fied. I have tried to place it in the seminal vesi- 
cles, but it is not the shape of a seminal vesicle. 
From what we can see of the mass I should say 
it was more kidney-shaped than round. 

Dr. SmirHwick: Do you think it is in the mid- 
line? 

Dr. Hampton: It does not deform the blad- 
der so much as it does the rectum. 

Dr. SmirHwick: Apparently this is not a very 
large tumor. 

Dr. Hampton: It is situated in the hollow of 
the sacrum. We might say that it is more or less 
in the midline. There is a peculiar area of calci- 
fication near it. 

Dr. SmirHwick: Unless this patient has some 
totally dissociated lesion, presumably of the cen- 
tral nervous system, to give him all his urinary 
symptoms, it is difficult to explain them on the 
basis of a tumor of this size, although the location 
of the tumor is such that it conceivably might in- 
terfere with the nerve supply to the bladder. We 
see many tumors in the pelvis, of course, of vari- 
ous sizes, and they rarely cause any such urinary 
symptoms as these unless they are so large that 
they produce some mechanical difficulty in empty- 
ing the bladder. Nothing is said about reflex or 
sensory disturbances of the extremities, and his 
lumbar-puncture findings I should say are within 
normal limits. So I think it is fair to rule out a 
central-nervous-system lesion which might con- 
tribute to this picture. 

How significant this question of impotence is, 
I have no idea. We know that the genitourinary 
organs have a very complicated nerve supply, com- 
ing from three sources — sympathetic, parasympa- 
thetic and somatic. We know that the parasym- 
pathetic nerves have to do with the initiation of 
intercourse, and that the sympathetic ones have to 
do with the termination of intercourse. We also 
know that the sympathetic nerves are concerned 
in the filling of the bladder, and the parasym- 
pathetic ones in the emptying of the bladder. He 
seems to have had trouble with the emptying of 
his bladder, and yet there is no intrinsic tumor 
of the genitourinary tract to explain the situation. 
As the parasympathetic nerve supply to the blad- 
der comes from just about where this tumor lies 
in the region of third and fourth sacral segments, 
it is conceivable that by pressure on the proper 
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segments a tumor of this size might cause these 
symptoms. However, a more likely possibility 
is that the tumor is of neurogenic origin, such as 
a neurofibroma or neuroblastoma; such a tumor 
might adequately explain this history. 

His abdominal pain does not seem to be charac- 
teristic of anything; perhaps it is some sort of 
referred pain. We know he had hemorrhoids, 
and I suppose a tumor which displaces the rec- 
tum forward and anteriorly might increase venous 
stasis sufficiently to explain the bleeding; further- 
more, the bleeding seems sufficient to explain the 
anemia. There is no evidence of infection other 
than the elevated white count. The findings cer- 
tainly do not suggest an inflammatory process or 
abscess of pyogenic origin or a retroperitoneal tu- 
berculous lesion. The fact that the tumor is 
about in the midline raises the possibility of its 
being a midline mixed tumor with calcification 
or a dermoid cyst; but it seems to me that if the 
history is significant and one tries to explain this 
unusual urinary picture and relate it to a tumor 
of moderate size, which the patient obviously had, 
perhaps the best possibility is that this patient had 
a retroperitoneal tumor of neurogenic origin. 

Dr. Aucustus Rost: I was asked to see this 
patient in order to determine if his difficulties 
were due to disease of the nervous system. There 
was no evidence of any neurologic change except 
as noted in the record. The impotence was very 
definite, and I believed that it was associated with 
his poorly functioning bladder. I observed the 
emptying of his bladder, and it was definite that 
he had a weak stream but could stop and start it 
on command. The frequency was present in the 
daytime and seemed to be due to a subjective 
feeling of a full bladder. There was no urgency. 
I reasoned, more or less as Dr. Smithwick has 
done, that it was a disturbance in the peripheral 


nerve supply, probably parasympathetic. 
PREOPERATIVE DiAGNOsES 
Dermoid cyst in pelvis? 
Lymphoma? 
Dr. SmitHwick’s D1acGnosis 
Retroperitoneal tumor of neurogenic origin. 
Anatomica DtaGnosis 
Ganglioneuroma of sacral plexus. 


PaTHOLocicaL Discussion 


Dr. Tracy B. Mattory: The preoperative diag- 
nosis was a dermoid cyst. I imagine they were 
influenced by the calcification seen in the x-ray 
films. He was explored by Dr. James E. Fish, 
who found a large, very firm and dense tumor 
nearly filling the posterior and left half of the 
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pelvis. It was very difficult to find any line of 
cleavage, but it was finally possible to dissect it 
anteriorly off the bladder and rectum but not 
posteriorly off the pelvic wall. Ramifications of 
the tumor were seen to extend into the sacral 
foramina, and it was necessary to cut across these, 
thus leaving tumor behind. Perhaps two thirds of 
the tumor was resected. By that time it was quite 
evident that it was a neurogenic tumor. The sec- 
tions show a very characteristic ganglioneuroma 
made up of twisting bundles of nerve fibers and 
ganglion cells. 


CASE 25172 
PRESENTATION OF CasE 

A fifty-nine-year-old single nurse was admitted 
complaining of substernal distress of fourteen 
years’ duration. 

At the age of forty-five years she contracted 
an undiagnosed illness characterized by fever and 
prostration; following this she began to notice 
substernal distress with exercise, at first with great 
exertion but later with relatively little effort. Dur- 
ing the previous few years she had had attacks 
which awakened her at night. There were occa- 
sional attacks during the day while lying on a 
couch. During an attack she had a sensation of 
tightness and squeezing beneath the sternum and 
according to an observer became pale and cold 
and had to stand to obtain relief. The pain some- 
times radiated around the left side of the chest to 
the back, but not down the arms. At times there 
was a sensation of numbness in both arms. Heat 
was used for relief; she had never taken nitro- 
glycerin. Between attacks there was slight palpi- 
tation and dyspnea on exertion, but there had 
been no edema or cough. Three years before ad- 
mission she was seen at another clinic where she 
was told that she had achlorhydria, an irritable 
colon and a “nervous” heart. Several months of 
treatment with belladonna and hydrochloric acid 
gave no relief. 

Physical examination showed a well-developed, 
fairly well-nourished woman in no distress. The 
fundi showed moderate arteriosclerosis and arterio- 
venous nicking. The lungs were negative. The 
heart did not seem to be enlarged. At the cardiac 
apex there was a loud blowing systolic murmur, 
and over the sternum and aortic area a blowing 
systolic murmur. Az was accentuated. The blood 
pressure was 150 systolic, 80 diastolic. The re- 
mainder of the physical examination was negative. 

The temperature was 98.6°F., the pulse 80, and 
the respirations 20. 

The urine examination was negative. A phenol- 
sulfonephthalein kidney-function test was normal. 
The blood showed a red-cell count of 3,670,000 
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with 70 per cent hemoglobin, and a white-cell count 
of 7500 with 64 per cent polymorphonuclears. The 
serum nonprotein nitrogen was 19 mg. per 100 
cc., the fasting cholesterol 149 mg. A blood Hin- 
ton test was negative. The basal metabolism rate 
was —15 per cent. An electrocardiogram showed 
low Ti and Te, inverted Ts and diphasic Ts. 
S-Ti and S-Tz were sagging, Qs prominent. 

X-ray films of the chest were negative. 

On the day of entry, while the history was be- 
ing taken, the patient began to complain of tight- 
ness in the chest. Within four minutes the blood 
pressure rose to 195 systolic, 136 diastolic. Three 
minutes later 1/100 gr. of nitroglycerin was given; 
this relieved the pain in about five minutes, but the 
blood pressure remained at 190 systolic, 120 dias- 
tolic, at the end of twelve minutes. The pain 
returned (blood pressure 190 systolic, 126 diastolic), 
subsided in six minutes (blood pressure 180 sys- 
tolic, 100 diastolic) and returned again in ten 
minutes (blood pressure 192 systolic, 128 dias- 
tolic). She stated that her systolic blood pressure 
at rest was 120, but that any excitement raised it. 

Two days later, while at rest, the blood pressure 
ranged between 140 systolic, 98 diastolic, and 170 
systolic, 122 diastolic. A blood pressure cuff was 
placed on the left arm and inflated. Within five 
minutes the blood pressure had risen to 190 sys- 
tolic, 130 diastolic, and the patient complained 
of pain in the left arm. 

On the sixth hospital day, while at rest, the 
blood pressure was 150 systolic, 120 diastolic. The 
patient was given a cigarette to smoke and within 
three minutes the blood pressure was 185 systolic, 
130 diastolic, and the patient complained of slight 
substernal pain. The cigarette was taken away 
and one nitroglycerin tablet given. The blood 
pressure, however, remained elevated and the pain 
continued, becoming progressively worse. Two 
minutes after the first tablet another nitroglycerin 
tablet was given, but the pain continued. Five 
minutes after the initiation of pain a third nitro- 
glycerin tablet was given, and within one minute 
the pain decreased and within four minutes had 
disappeared. Throughout this entire period the 
blood pressure ranged between 180 systolic, 140 
diastolic, and 190 systolic, 130 diastolic. At the 
time the pain disappeared the blood pressure was 
180 systolic, 116 diastolic. 

On the nineteenth hospital day an electrocardio- 
gram showed no changes since the previous rec- 
ord. Nitroglycerin gave her much relief, but she 
continued having attacks, more at night than dur- 
ing the day. On the afternoon of the sixtieth hos- 
pital day she developed a very severe substernal 
pain, which was not relieved by nitroglycerin and 
sodium luminal. Her abdomen became somewhat 


distended. She developed an ashen color. The 
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pulse was good, and the blood pressure 160 sys- 
tolic, 120 diastolic. There were no changes in the 
heart tones. One day later the white-blood cell 
count was 17,100. She felt much better and had 
obtained relief from nitroglycerin. An electro- 
cardiogram showed normal rhythm, a rate of 80, 
Ti diphasic and Ts inverted. One day after this 
her blood pressure was 100 systolic, 85 diastolic. 
The heart sounds were of poor quality. There 
were a few crepitant rales at the lung bases. At 
5 a. m. the next day, stertorous breathing suddenly 
began, and she was unable to respond, though 
entirely conscious. The right face, arm and 
leg showed flaccid paralyses. Examination of the 
heart showed no change. On the sixty-seventh 
hospital day a right hemiplegia was still present, 
and the patient lapsed into deep coma. She died 
two days later. 
DirFer—ntiaL Diacnosis 


Dr. Witrrip Comeau: The history as given 
here is almost a textbook picture of a woman who 
over a period of fourteen years has developed 
progressively increasing coronary insufficiency and 
finally angina pectoris decubitus. If we had more 
information it would be interesting to speculate 
as to whether the undiagnosed illness was a coro- 
nary thrombosis. It is just as likely, however, 
that this illness was not related to her heart but 
that it caused her to focus her attention on herself 
and she became aware of symptoms which she 
had not noted previously. I stated that the his- 
tory was almost a textbook picture because there 
is one atypical feature, namely that the pain ra- 
diated to the back. It is very rare in angina pec- 
toris due to coronary disease for pain to be re- 
ferred to the back. In such cases one usually 
thinks of aortitis and, of course, in an acute epi- 
sode, of a dissecting aneurysm. However, in spite 
of the slightly atypical nature of the pain, I do 
not see how one can escape from the conclusion 
that she was having progressive coronary insufh- 
ciency. In view of certain features of her illness 
which are mentioned later, there are certain points 
to be noted in her history: (1) during the at- 
tacks she became pale and felt cold, definite evi- 
dence of vasoconstriction; (2) there were no symp- 
toms of hypertensive crises; and (3) no symptoms 
were present to suggest cardiac failure. I do not 
attach a great deal of significance to the palpita- 
tion and dyspnea. 

I shall admit that I am a bit disturbed about the 
auscultatory findings. At best it is difficult, even 
when you are listening, to interpret murmurs such 
as are described here, particularly when the heart 
is normal in size. I should appreciate more de- 
tailed information in regard to the quality of the 
murmur. Instead of being two murmurs, was 
this one murmur which was widely transmitted 
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and loudest in one area? One would like to 
know whether a thrill was present, and in addi- 
tion, since the individual was a nurse, it is quite 
possible that she might have known how long 
she had had this murmur. In any case, with the 
information presented here certain things defi- 
nitely come to mind that might possibly explain 
the auscultatory findings. Aortic dilatation and 
tortuosity, of course, is one and is not uncom- 
monly the cause of an aortic systolic murmur in 
old individuals. Ventricular dilatation can cause 
such murmurs as these, although again the lack 
of cardiac enlargement is against such an assump- 
tion. The foremost which comes to mind is aortic 
stenosis. That might explain the loud blowing 
systolic murmur heard all over the precordium 
and under the *sternum. I do not believe I am 
carrying the differential diagnosis too far in sug- 
gesting a septal defect because, after all, people 
with septal defects do live to an old age, and on 
occasions such a diagnosis is missed because of the 
age of the patient. Then too, on rare occasions to 
be sure, people with coronary heart disease and 
coronary thrombosis do perforate their septums 
and survive. It might be well to look at the x-ray 
films and eliminate some of the possibilities which 
I have mentioned. 

Dr. RicHarp ScHatzki: The x-ray film is neg- 
ative so far as the heart is concerned; it is of nor- 
mal size and shape. The patient has evidence of a 
primary tuberculous process or Ghon’s tubercle 
on the left side with corresponding hilar calci- 
fication and evidence of old scarring at the apices. 
The aorta is tortuous and elongated but not defi- 
nitely dilated. 

Dr. Comeau: In view of the x-ray picture and 
the fact that the size of the heart is normal, I am 
satisfied to explain the murmurs on the basis of a 
tortuous aorta. The basal metabolic rate is at the 
lower limits of normal, but I do not attach much 
significance to this or to the other laboratory 
findings. The electrocardiograms show only slight 
changes, but nevertheless changes which are con- 
sistent with heart disease. The charts 
show that excitement, the pain of the blood- 
pressure cuff and tobacco caused a marked rise 
in both the diastolic and the systolic blood pres- 
sures, averaging about 25 mm. of mercury for the 
former, with a high point of 35 mm., and 40 mm. 
for the latter, with a high point of 50 mm. Of 
course the point to decide is whether these changes 
in blood pressure were due to organic disease. 
There is no indication in the history and physical 
examination to suggest prolonged arterial hyperten- 
sion. One could suggest an adrenal chromaffin 
tumor, but the lack of hypertensive crises and 
the length and nature of her illness do not allow 
such a diagnosis to be entertained. The rise of 
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blood pressure which accompanied her angina is 
not unusual, and it probably occurs quite com- 
monly. Similarly, a rise of blood pressure during 
coronary thrombosis, although it is classically de- 
scribed as falling, is not uncommon during the 
period of pain. When the pain is relieved or if 
shock develops, then the blood pressure falls. All 
these data on the blood pressure, I believe, mere- 
ly indicate an abnormal response of the autonomic 
nervous system to excitement, pain and tobacco. 
It is true that these three factors in a normal in- 
dividual may cause slight rises in diastolic and 
systolic pressures. In this case, if I am_ cor- 
rect, it means she had a very unusual response 
to such stimuli. Certainly I have never seen a 
diastolic rise of 35 mm. from such factors as we 
have mentioned. In chronic hypertension there 
are reports that emotion has occasionally caused 
an elevation of the diastolic blood pressure as 
high as 25 mm., but there is no evidence that 
this patient’s blood pressure was elevated con- 
stantly to any marked extent. 


It seems that the expected sequence of events 
occurred in this case, namely a very severe attack 
of substernal pain, which I interpret as an attack 
of coronary thrombosis. The changes in the elec- 
trocardiogram, even slight as they are, are strong 
confirmation that such has occurred. The fact that 
the blood pressure did not fall is probably due 
to the point which I brought up previously, since 
it fell later, after she had recovered from pain. 
Three days later she developed cerebral symptoms, 
which I interpret as due to a cerebral embolus 
from a mural thrombus in the left ventricle; per- 
haps this is a little early for such to occur, but 
it is not incompatible. In summary then, my 
conclusion is that this individual had marked 
coronary heart disease with severe angina pectoris 
for a number of years. She had at least one coro- 
nary occlusion, which occurred a few days before 
her death, with the formation of a mural throm- 
bus in the left ventricle, which, in turn, resulted 
in a cerebral embolus. 

Dr. AsHton Graysiet: The only other point I 
might mention is that an electrocardiogram taken 
after slight exercise, such as walking down the 
hall, showed marked inversion of the T waves 
in Leads 1 and 2. This is the first time I have 
seen such marked changes in the T waves as a 
result of exercise. 

A Puysicitan: Did anyone contemplate surgery 
for relieving this condition? 

Dr. Graysiet: Yes; surgical procedures were 
considered and that is the reason some of the 
tests were done. When she came in she had a 
moderately severe secondary anemia. Dr. Howard 
B. Sprague saw her with me at that time, and we 
thought that it would be advisable to observe first 
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the extent of improvement following remission of 
the anemia. 
Cuinicat DiaGnoses 
Angina pectoris decubitus. 
Coronary thrombosis. 
Cerebral thrombosis. 


Dr. Comeau’s Diacnoses 
Coronary heart disease, with angina pectoris 
decubitus. 
Coronary thrombosis, with mural thrombus. 
Cerebral embolus. 


AnatomicaL 

Arteriosclerosis, coronary and aortic. 

Coronary thrombosis, old and recent. 

Myocardial infarction, recent. 

Hydrothorax, bilateral. 

Pulmonary atelectasis. 

Healed pulmonary tuberculosis. 

Chronic cholecystitis. 

Cholelithiasis. 

Patuotocicat Discussion 

Dr. Tracy B. Matiory: The postmortem showed 
very severe coronary changes. The right coro- 
nary artery was completely blocked with an old 
calcified mass that had evidently been present 
for years. The left coronary and each of its two 
main branches were markedly narrowed by old 
sclerotic plaques, and there was a quite fresh 
thrombus in the left descending branch. Cor- 
responding to that was a small area of fresh in- 
farction at the apex, about 2.5 cm. in diameter. 
We did not find evidence of any old infarction. 
There was no ventricular thrombosis overlying 
the infarct, and although we did not have permis- 
sion to examine the head, I am tempted to be- 
lieve the cerebral lesion was a local thrombosis 
rather than embolism, because shortly after the car- 
diac infarction occurred the blood pressure dropped 
and for a considerable period the pulse pressure 
was not over 20 mm., all of which would favor 
thrombosis. 

Dr. Paut D. Waite: Was the aortic valve all 
right? 

Dr. Mattory: It was completely negative and 
offered no explanation for the murmurs. There 
was one other observation made, however, which 
I believe is significant. The aorta did not appear 
markedly sclerotic in the sense that there were 
not many atheromatous plaques, but when one 
attempted to stretch a segment of the aorta it 
proved to be almost completely inelastic. 

Dr. Wuite: Was the left ventricle dilated? 

Dr. Matiory: No; and the heart as a whole 
was small. 

Dr. Comeau: How much did it weigh? 

Dr. Mattory: Two hundred and fifty grams. 
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PNEUMONIA PROPHYLAXIS 


From the point of view of both mortality and 
disability, pneumonia is now recognized as the 
most important acute infectious disease. It is for 
that reason that, following the pandemic of in- 
fluenza in 1918, the Metropolitan Life Insurance 
Company became interested in furthering research 
in the control of this disease. Ostensibly set up 
for the purpose of promoting studies of influenza, 
the Influenza Commission of the Metropolitan Life 
Insurance Company, headed by Dr. Milton J. 
Rosenau, soon saw the wisdom of extending its 
support to pneumonia investigation. The most 
important studies carried out under grants from 
this commission were those conducted at the Har- 
vard Medical School by Dr. Lloyd D. Felton, 
who succeeded in making the specific serum ther- 
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apy of pneumonia feasible, safe and effective. The 
results of his laborious studies in this field have 
been applied with various modifications to the con- 
centration and purification of antipneumococcus 
horse and rabbit serums of various types and these, 
in turn, have become effective weapons in con- 
trolling the death rate from the pneumococcal 
pneumonias. 

In addition to the great importance of this dis- 
ease in the general population, it is now becom- 
ing increasingly apparent that, under the proper 
conditions, the pneumococcal pneumonias may 
take on epidemic proportions. This epidemic char- 
acter was first recognized in the United States 
Army camps during the World War. Greater 
impetus has been given to the epidemiological stud- 
ies on pneumonia by the widespread use of pneu- 
mococcus typing facilities, particularly following 
the classification of the pneumococci which did 
away with the former miscellaneous Group 4 and 
substituted in its place specific Types 4 to 32. Epi- 
demics have been recognized in families, in chil- 
dren’s homes, in hotels for transients, in state in- 
stitutions for mental disease, in institutions for dis- 
abled veterans, in CCC camps, and in small com- 
munities. The very great prevalence of pneumonia 
in certain localities, notably Pittsburgh and the 
mining regions of British South Africa, is almost 
in the nature of recurrent epidemics. 

The use of vaccines for the prevention of pneu- 
monia had its first extensive trials under Lord 
Lister in the South African mining camps and 
also had some trials in our army camps during 
the World War. Whole bacterial vaccines were 
used. The immunological evidence at that time 
and, indeed, since then, has indicated the strictly 
type-specific character of the antibody response to 
such vaccines. The extensive studies of Lister, 
with the more recent collaboration of Ordman, 
have indicated that if the types of pneumococci 
prevalent in the pneumonia of a given locality are 
included in a vaccine, the persons inoculated with 
such vaccines are protected against pneumonia due 
to these types. But other types of pneumococci 
soon appear and pneumonia recurs. 

Felton’s more recent studies have been con- 
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cerned with the difficult problem of isolating im- 
munizing antigens which are free from untoward 
reactions and have a wide antigenic activity. These 
studies, begun at the Harvard Medical School and 
continued at Johns Hopkins University School of 
Medicine and now at the National Institute of 
Health, are gradually bearing fruit. In his most re- 
cent report Felton’ summarizes the chemical and 
immunological characteristics of fractions of pneu- 
mococci which are antigenic for both mice and hu- 
man beings. He also presents a method of testing 
for the presence of substances responsible for unto- 
ward reactions when injected into human beings, 
as well as methods of treating the antigens so as 
to eliminate these untoward reactions. 

Felton has succeeded in preparing a Type 1 
antigen which was type-specific in white mice but 
which, when injected in children, produced anti- 
bodies against Type 2 in as high a titer as against 
Type 1. Conversely a specific Type 2 antigen 
stimulated Type 1 antibodies only rarely in chil- 
dren. In adults, however, both these antigens 
stimulated heterologous immunity. 

An antigen prepared by Felton’s method has 
been used recently in Massachusetts to control an 
institutional outbreak of Type 1 pneumonia, with 
apparent success.” A much wider study of the 
prophylactic value of this antigen has been under- 
taken in the CCC camps under Col. Ekwurzel 
and Lt. Col. Simmons of the Medical Corps of the 
United States Army. A careful statistical analysis* 
of their results has been recently presented. To 
quote: 

In the New England camps the pneumonia incidence 
rate was 4.34 cases per 1000 years of life in the inocu- 
lated group as compared with 7.28 per 1000 years of 
life in the control group. The corresponding figures 
for the West Coast camps are 1.73 and 15.69 per 1000 
years of life, respectively. Thus the findings of the 
1936-37 experiments are cqnsistent with the impressions 
gained from the other preliminary experiments. Tak- 
ing all the experiments together, it appears that this or 
a similar antigen may prove to be a useful tool for the 
control of pneumonia incidence. . . . 

There is some indication that the antigen may be 
most effective for adolescents and that it loses its ef- 
fectiveness with advancing age. It was found in the 
New England camps that, at ages under twenty, the 
pneumonia incidence rate in the control group was 
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2.7 times that in the inoculated group; at ages twenty 
to twenty-four, the ratio was 1.4; and at ages twenty- 
five to forty-nine, the inoculated enrollees actually ex- 
perienced a higher rate than the control group. . . . 

There was no satisfactory evidence found to show 
that the antigen will lower the incidence of respiratory 
conditions other than pneumonia. Enrollees in the 
inoculated group in the New England Civilian Con- 
servation Corps camps lost from duty an average of 
4.22 days per 1000 days exposed to risk of infection, 
while the corresponding figure for the group not in- 
oculated was 4.38 days per 1000 exposed. 


These results are encouraging, and the studies 
are being continued in the CCC camps and in 
the regular army. 
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MATRIMONIAL MONTHS 
OF THE NATIONS 


Tue Metropolitan Life Insurance Company, for 
reasons not divulged but possibly actuarial, possibly 
to lend color to one of its recent statistical bulletins, 
has studied the marriage months of choice of vari- 
ous countries situated in various climes. 

Apparently the proverbial June bride is not pro- 
verbial everywhere. Even in the United States the 
month of June with 13 per cent of the marriages 
leads September, the second choice, by only 2 per 
cent. Canada closely approximates our figures. 
Down under, in Australia and New Zealand, the 
British territories of the southern hemisphere, the 
corresponding month of December leads with 
brides and roses, with the fall month of April a 
close second choice. 

In other countries the seasons when holy wed- 
lock occupies the minds of proletariat and gentry 
alike are determined by a variety of conditions, 
among them climate, religion, superstition, racial 
customs, degree of urbanization, economic status 
and occupation. Peoples that are primarily agricul- 
tural apparently prefer the fall when harvests have 
been gathered, profits, if any, pocketed and leisure 
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is presumably ahead, for the giving and taking in 
marriage. 

Piscatorial countries such as Norway and Scot- 
land turn marriage-minded in December after the 
return of the fishing fleets from their cruises of 
the previous spring and summer. Religion and 
creed are important factors in determining the 
seasonal incidence of weddings, for in periods of 
religious fasting and penitence few marriages are 
solemnized. Periods of religious festivity, on the 
other hand, are particularly suitable for wedding 
seasons. Thus, during the Lenten season in Catho- 
lic countries, and during the Passover period 
among the Jews, few marriages are celebrated. In 
Greek Orthodox countries, such as Bulgaria and 
Roumania, February, the month before Lent, is 
the popular marriage month; in Roman Catholic 
countries the preference is to postpone the wed- 
ding ceremony until after the Lenten season. 
Among both Roman and Greek Catholics the 
Christmas holiday season is considered a propitious 
time for joining in wedlock. Among the Swiss 
and the Germans, May, the spring festival month, 
is favored for embarking upon the sea of matri- 
mony. 

The world over, north and south and east and 
west, March seems to be the least popular month 
for marriage, closely followed in its unpopularity 
by January and August. Apparently the extremes 
in temperature are not propitious. 
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PostpartuM Hemorruace: Review 


The first case of postpartum hemorrhage was 
presented in the January 26 issue of the Journal. 
From then through April 20, cases illustrative of 
this condition have been reported, 13 in all. In 
subsequent numbers, bleeding during the puer- 

*A series of selected case histories by members of the section will be 


published weekly. and questions subscribers solicited 
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perium will be taken up, but before publishing 
these cases it seems worthwhile to review the cases 
of postpartum hemorrhage. 


We have found no cases of postpartum hemor- 
rhage associated with hydramnios or with twins 
per se. There have been no cases reported in 
which hemorrhage was of sufficient importance 
to be classified as a complication in connection 
with vestibular or perineal lacerations. This does 
not mean that postpartum hemorrhage is never as- 
sociated with these conditions, but it does suggest 
that these conditions are negligible as common 
etiologic factors. 

Of the total number of cases reported there was 
only 1 in which an adherent, partially separated 
placenta played a large part in the accompanying 
hemorrhage. Nevertheless we believe that such 
placentas must still be classified as among the 
frequent etiologic factors. 


Deep cervical lacerations have been shown to be 
common causes of postpartum hemorrhage, and it 
must be borne in mind that such lacerations may 
rarely occur in normal labors. The frequency of 
postpartum hemorrhage associated with torn cer- 
vices as a result of accouchement forcé has been 
brought out. We hope that the operation has been 
so condemned that, in the future, postpartum hem- 
orrhage from this source alone will occupy the 
negligible place that it deserves; the operation, 
itself the cause of the condition, is never indicated. 

The purely atonic uterus, which may follow any 
labor, is still the commonest cause of postpartum 
hemorrhage. The cases reported illustrate the pos- 
sibility of this condition associated with labors 
that are abnormal in no degree. 

How best should they be treated? To be pre- 
pared adequately to meet this emergency, all pa- 
tients should be hospitalized. In no other way 
can severe postpartum hemorrhage be treated per- 
fectly. There is still some difference of opinion 
as to the need of carefully watching the fundus 
after the birth of the baby; it seems, however, 
that in no other way can one be sure that the 
uterus is not relaxing and filling with blood. 

The routine use of some form of posterior 
pituitary extract as soon as the baby is born may 
initiate normal uterine rhythm. The intelligent ex- 
pression of the placenta when it has separated, but 
not until it has separated, will oftentimes prevent 
the accumulation of blood in the uterus after pla- 
cental separation. The routine intramuscular use 
of ergot after the birth of the baby will further 
stimulate normal uterine contractions. Complete 
preparation for transfusion, so that lost blood may 
be replaced without delay in order to make up 
lost fluid and to combat shock, is undoubtedly 
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the most important single piece of routine in com- 
bating hemorrhage from an atonic uterus. 

Conservatism in operating, preparation so that 
transfusion may be accomplished without delay 
and universal hospitalization represent the ultimate 
in combating the fatalities due to postpartum hem- 
orrhage. 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The foilowing sessions, given by the Massachusetts 
Medical Society in co-operation with the Massachusetts 
Department of Public Health, the United States Public 
Health Service and the Federal Children’s Bureau, have 
been arranged for the week beginning May 1: 


FRANKLIN 


Wednesday, May 3, at 8:00 p. m., at the Franklin 
County Public Hospital, Greenfield. Subject — 
Anemia: Modern methods in diagnosis and treat- 
ment of blood dyscrasias. Instructor: Maurice 
B. Strauss. Halbert G. Stetson, Chairman. 


SUFFOLK 
- Thursday, May 4,.at 4:30 p. m., in John Ware Hall, 
Boston Medical Library, 8 Fenway, Boston. Sub- 
ject — Medical Complications in Pregnancy. In- 
structor: M. V. Kappius. Reginald Fitz, Chair- 
man. 


THE CHILD AND HIS ENVIRONMENT* 


Some of you — perhaps many of you — have read A. A. 
Milne’s whimsical little book, Winnie-the-Pooh, and will 
smile at the recollection of the old grey donkey, Eeyore. 
Eeyore always had a chip on his shoulder. He was always 
being slighted, at least in his own mind, and he was 
always grumbling, despite the fact that the other crea- 
tures of the wood really went out of their way to be kind 
to him. Eeyore’s reply to a morning greeting is typical: 

“‘Good morning,’ ys go ‘If it is a good morning,’ 
he said. ‘Which I doubt,’ said he. ‘Not that it matters,’ 


he said.” 

melancholy old donkey that he was, was sadly 
out of tune with his environment. He was maladjusted, 
to use a modern but expressive term. Something must 
have happened to him in some forgotten corner of his 
childhood that prevented him from getting along with 
people as he grew older. Some disappointment had come 
to him, or some fear had been planted in his mind, or 
some injustice had built up in him a resentment toward 
his fellow beings. Perhaps he was shy and sensitive and 
protected himself from further wounding by a gruff ex- 
terior. Perhaps he was a round peg in a square hole, or 
a square peg trying to accommodate itself to a round hole. 
Whatever the reason, his personality did not click and he 
did not have fun like other donkeys, and the pigs and 
tigers and kangaroos and teddy bears in the book that 
might have been his friends. 

* 

The environment, according to Webster's dictionary, 
consists of the surrounding conditions, influences or forces 
that bear on us. When applied to the individual child, 
this means the small world in which he lives and moves, 

*A “Green Lights to Health” broadcast op by Dr. Joseph Garland 
on Wednesday, February 8, and sponsored by the Education Com- 


Public 
mittee of oe Massachusetts Medical Society lob the Massachusetts Depart- 
ment of Public Health. 
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and the people in it with whom he must come in con- 
tact—in the home and in the school, at work and at 
play. A happy adjustment exists when the environment, 
by its nature or by the changes that we are able to make 
in it, suits the individual, and when the individual, by 
nature or by the changes that can be made in him, suits 
his environment. 

We must assume, at the start, that all holes are not 
round, convenient as it would be to have them so, and 
that pegs come in many odd and uncomfortable shapes. 
Sometimes we can shape the hole of environment a little 
or a good deal, depending on circumstances; more often 
our task is to try and shape the child peg to fit as com- 
fortably as possible into the world that the centuries formed 
for him. 

During the months of the child’s infancy, our oppor- 
tunity to improve his environment is the greatest. We can 
furnish suitable food for him; we can give him a place 
to rest and the opportunity to use it; we can modify his 
formula to meet his needs; we can give him sunlight, 
cod-liver oil and orange juice; we can see that he is not 
too cold and not too warm; we can keep uncomfortable 
friends and relatives from him. We can see to it that he 
has the advantages of comfortable clothes and bedding, 
and proper soaps and powders and washcloths and towels. 
In these ways we can alter and improve both his physical 
and his mental environments. 

As he grows older, as he grows farther away from the 
close, protective environment that we had hitherto been 
able to furnish for him, our task becomes harder. He is 
outgrowing us, and one of our greatest mistakes lies fre- 
quently in trying to prevent this outgrowing process. When 
our child was a baby, each detail of his life needed super- 
intendence for his own good. As he matures, we must 
take care that we do not tie him to our apron strings; 
that we do not try to keep him in the hothouse environ- 
ment that his infancy seemed to require. 

Less and less, now, can we adapt the environment to 
the child. We can still see that he has proper clothing 
and suitable shoes, that his room is occasionally aired 
and properly warmed; that he has a comfortable bed and 
a reasonable diet and the correct vitamins, both in num- 
ber and amount. We can try and furnish him with the 
right type of play materials, and proper companions, and 
eventually, so far as it is in our power to select it, the 
right school. In these ways we can still fit the environ- 
ment to the child. Most of all, by our own attitudes and 
our own composure and self-control, we can furnish a 
pattern of behavior that may eventually be adopted, for 
the child is by instinct imitative. Let us give him some- 
thing worthwhile to imitate, then; not a pattern of be- 
havior of which we are ourselves ashamed, when we stop 
to think it over. 


In these ways we can continue to adapt the environ- 
ment to the child. We must, however, in increasing 
measure, recognize the truth that our children will & 
forced to meet and live in a world that has already hard- 
ened into its age-old lines of conduct. It is a world of 
competition, of selfishness and of greed, yet with its oc- 
casional kindly aspects cropping up here and there. This 
we cannot change, and our duty from the beginning is 
so to prepare the children of the world that they can adapt 
themselves to its many-sided influences. This is the perma- 
nent environment to which they must adjust their lives 
in order to live happily and competently. 

Adapting the child to the environment is a process 
that begins with his birth. It might almost be said to 
begin before his birth, since the care that is given to the 
mother has its effect also on the physical well-being of 
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the child. There is a fortunate tendency today to draw 
away again from the overstrict training of the baby, that 
begins almost from the day he is born. We feel now that 
it is Not necessary or even wise, in many cases, to stick too 
strictly to a regular feeding schedule with a set number 
os between feedings and a set number of feedings 
a day. 


Dr. Arnold Gesell, who has contributed so much to the 
study of infants’ behavior in his New Haven clinic, has 
taught us that the timepiece of a baby’s own nervous sys- 
tem and stomach is more valuable to the baby’s individ- 
ual needs than are all the most accurate timepieces in the 
world. When the baby’s stomach begins to contract with 
hunger pains, he knows that it is time to be fed whether 
the clock hands stand at eight or ten o'clock, or even if 
it is at two o'clock in the morning and that particular 
hour for feeding has been forbidden. 

Our tendency has been to start training habits at too 
early an age, and to pursue them too relentlessly — in- 
sisting on an inflexible adherence to rigid hours of feed- 
ing, trying even to insist that an infant must take care 
of a planned amount of nourishment in a given amount 
of food, carefully divided into a fixed number of feed- 
ings, each of which must be entirely consumed at a 
stated hour! Bowel training, according to the formula for 
producing standardized children, must be begun at so 
many weeks of age and accomplished at so many months, 
and thereafter there must be no lapses. Bed-wetting is 
forbidden, according to this formula, after the age of two 
years, and thumbsucking is banned at any age. 

Many babies, of course,— perhaps the majority of ba- 
bies, — will thrive on this regimentation, but Dr. Gesell 
feels that there are other things we can do for them that 
are more important than a rapid adjustment to a feeding 
schedule which has been worked out beforehand, a pre- 
cocious use of the chamber vessel, or an enforced stopping 
of the sucking reflex. More important, according to this 
authority, is the development of a sense of security that 
comes to the infant from being fed when he is hungry, 
and from being left alone when he is sleepy. Schedule- 
fixing creates tensions and conflicts that are of consider- 
able importance at this age, and even the best schedule 
that can be devised for the individual represents a com- 

ise between his make-up and the needs of the par- 
ticular environment into which he is born. 

The fundamental principle that I should like to em- 
phasize this afternoon is that each infant— each child — 
is an individual, reacting differently from others to the 
same kind of thing, and the greatest help we can give 
him in the adjustment to his environment — the living 
world about him—is a sense of physical and mental 
security. 

I have tried to show that, while the infant can care- 
fully and gently be molded to his environment, it is dur- 
ing the years of infancy and early childhood that the 
most can be done with the environment itself. Of course, 
our effectiveness with both the child and his surroundings 
in our attempts to accommodate the one to the other 
grows steadily less as the years advance. Our protective- 
ness cannot continue too long, nor is it wise that it 
should. We have a little longer time to work with the 
plastic human material than we have with his rapidly 
expanding world, but even that time is all too short, and 
we must use it to the best advantage. 

We know at best little about the future surroundings 
in which our child will find himself. Little did our own 
parents know of the stresses and tensions, the violence 
and letting-loose of the world’s passions that were so 
close at hand when we were born; little did they know 
of the economic and social changes that were to come and 
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to which their children would have to adjust themselves. 
Little do we know of the conditions that our children 
will have to meet when they leave what protection we have 
to offer. What we do know —a knowledge that was hard- 
ly appreciated a generation ago—is that times are con- 
stantly changing and that new and strange conditions 
are always ahead. 


For these changes and for an independent and self- 
reliant life, the child must be prepared, so far as it is in 
our power to do so, with thoughtfulness and wisdom and 
with patience, but with firmness. Dr. Gesell summed 
up this duty of ours when he wrote: “The key to the 
mental hygiene of childhood lies in building up adequate 
self-reliance and independence. Even in infancy this 
principle must be regarded. Not only from the breast 
must the child be weaned. Slowly but progressively he 
must attain befitting fortitude and detachment. He can- 
not always play in his mother’s lap; he must in time be- 
gin to play on the floor; he cannot always play in the 
same room with his mother; he must learn to play in an 
adjoining one— first, for a few minutes, later, for an 
hour at a time. If the mother must leave the house to 
hang up the clothes, he must be content to watch her 
through the window — even though it costs him a strug- 
gle. He must even learn to go to bed alone, and later to 
school alone.” Gradually then the shift comes, from 
adaptation of the environment, even as we train the in- 
fant, to intensive training of the child, as the horizon of 
his environment broadens to such a degree that we can- 
not do much about it, except occasionally in certain nar- 
row ways. 

Here are the things that we must try and do with 
these children before they finally slip beyond our imme- 
diate influence —and if we are successful, our influence 
will guide them through their lives. We must try by pre- 
cept and example, and more by the lives we lead our- 
selves than by any lectures we are capable of giving, to 
teach to them nervous and emotional stability and calm- 
ness of mind under adverse circumstances. If they are 
masters of themselves, they cannot be mastered in mind 
or spirit by their surroundings. If they have inner re- 
sources, they cannot become prey to the doubts and fears 
and indecisions that will beset them, nor can they fall 
heir to the boredom of “not knowing what to do” when 
the art and literature of the ages and the mysteries of 
science and the wonders of nature are constantly beckon- 
ing about them. 

We must try ourselves, as hard as we possibly can, to 
be the kind of persons we want our children to be. With- 
out self-control we cannot teach self-control — without 
peace of mind we cannot show them the value of calm- 
ness and fortitude. You cannot shout at a child to make 
him quiet and have your words effective. 

We must cut to a proper level the amount of outside 
stimulation that our children are to receive, and try to 
make sure that it is of a suitable type. The shaping of 
some of these influences in developing the character 
of our future American men and women presents a direct 
challenge to the ‘motion-picture and radio industries. We 
must find out and provide the best play materials for de- 
veloping ingenuity and inner resourcefulness; we must at 
least expose our children to the best music, and do it se- 
riously, in the hope that that particular contagion will 
“take”; we must see that they have available the best 
books and best magazines, and encourage their use in 
order that reading for pleasure must not become a lost 
art; we must allow their personalities to develop, even if 
this development at times seems unsound to us. If we 
must argue with our children, let them at times win the 
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argument. If their companions are planning something 
that even seems unwise, then let ours do it also, if it is 
not too bad, for they must not be made too different from 
their fellows. We must play to them the part that Knowl- 
edge played in the old interlude, when he said: 


Everyman, I will go with thee, and be thy guide, 
In thy most need to go by thy side. 


DEATHS 


MURPHY — Epwarp V. Murpny, M.D., of Newport, 
Rhode Island, died March 9. He was in his seventieth 


year. 

Dr. Murphy received his degree from the College of 
Physicians and Surgeons of Baltimore, in 1899. He was a 
fellow of the Massachusetts Medical Society and the 
American Medical Association, 

His widow survives him. 


PECK — Roy H. Peck, M.D., of 15 Temple Street, 
Springfield, died March 29. He was in his sixtieth year. 

Born in Burlington, Vermont, he received his early 
education there. After his graduation from the University 
of Vermont he attended the Baltimore Medical College 
and received his degree from the Kentucky School of 
Medicine in 1903. He took a postgraduate course at Johns 
Hopkins University and then studied in New York and 
abroad. 


Dr. Peck was a fellow of the Massachusetts Medical So- 
ciety and the American Medical Society, and was a mem- 
ber of the American Urological Association. 

His widow, his mother and a cousin, survive him. 


MISCELLANY 


GOVERNMENTAL AID 
IN CANCER CONTROL 


Patients with advanced cancer who have been treated at 
the University of California with rays from the cyclotron, 
the new atom-smashing machine, are furnishing much 
encouragement for scientists in this field, officials of the 
National Cancer Institute of the United States Public 
Health Service recently announced. 

“Tests have not gone far enough to establish permanent 
cures,” Dr. Ludvig Hektoen, executive director of the Na- 
tional Advisory Health Council, pointed out, “but the 
cancerous growths of these patients are receding, and this 
bit of encouraging evidence of the value of the radio-active 
particles produced by the cyclotron is leading to further 
studies and experimentation.” 

The National Advisory Cancer Council at a recent meet- 
ing recommended to the Surgeon General of the Public 
Health Service that $23,000 be given to the University of 
California to help finance special cancer-treatment work to 
be undertaken in connection with a new medical 
tron. It is expected that the new instrument will be in- 
stalled at Berkeley, California, next month. 

This grant makes a total of nineteen grants aggregating 
$159,000 which have been recommended by the council 
since the National Cancer Institute was created by a Con- 
gressional Act of 1937. 

Other current activities of the Institute include: (1) 
twenty-two young physicians receiving special training in 
diagnosis and treatment at approved cancer clinic centers; 
(2) a cancer unit being developed at the United States 
Marine Hospital in Baltimore to provide additional fa- 
cilities for an estimated 4000 cases in the next twenty-five 
years; (3) the granting of fifteen research fellowships for 
work on projects undertaken by the National Cancer In- 
stitute and private research centers; (4) five field investi- 
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gations now under way on the incidence of cancer, its 
mortality, the epidemiology of the disease with special 
reference to the deadly lung cancer, the effectiveness of 
various methods of therapy and the cost of adequate thera- 
py; and (5) purchase of 9.5 gm. of radium, delivered to 


the Bureau of Standards for rigid tests before the supply 


is distributed to hospitals and clinics throughout the 
country (only 1.0 gm. will be retained for the Institute's 
own work), 

During this month staff members of the Institute are 
co-operating in the nationwide observance of Cancer Con- 
trol Month, the month of April being set aside each year 
by congressional resolution and by a presidential procla- 
mation as the time when special attention is given to edu- 
cational efforts in behalf cf the control of cancer, the 
disease which ranks second in the causes of death in this 
country and which in recent years has become increas- 
ingly serious as a public-health problem. Release (No. 
17-6) from the United States Public Health Service, dated 
April 14, 1939. 


“YOUR HEALTH” BROADCASTS 


The next series of “Your Health” broadcasts, sponsored 
by the American Medical Association and the National 
Broadcasting Company and heard over the Blue Network 
each Wednesday at 2:00 p. m., is entitled “Mothers and 
Children.” It consists of four broadcasts as follows: 


May 3. Healthier Babies, 
Daily routine of the healthy baby; medical super- 
vision; feeding. 
May 10. Healthier Mothers, 
General advice for the expectant mother; good for 
girls and boys to know about. 
May 17. The Doctor’s Workshop. 
The place of the hospital in the health program of 
individual and community. 
May 24. Toddlers, 1939. 
The preschool child and the health and personality 
problems of that age. 


NEW ENGLAND WINNERS 
IN HEALTH CONSERVATION CONTESTS 


The awards for 1938 in the City Health Conservation 
Contest and the Rural Health Conservation Contest were 
recently announced by the Chamber of Commerce of the 
United States and the American Public Health Associa- 
tion. These contests are said to be the most effective means 
of stimulating adequate health protection and health pro- 
motion services yet devised in this country. The awards 
are made according to the effectiveness with which a com- 
munity has met its health problems. 

In the City Health Conservation Contest the winner in 
Group II (population 250,000 to 500,000) was Providence, 
Rhode Island, and in Group IV (population 50,000 to 
100,000) Newton, Massachusetts. In Group V (popula- 
tion 20,000 to 50,000), Stamford, Connecticut, received an 
award of merit. Furthermore, Brookline, Massachusetts, 
and Greenwich, Hartford and New Haven, Connecticut, 
each received a special award in recognition of the mainte- 
nance of previously high standards that were the basis of 
two or more previous first awards in its respective popula- 
tion group. 

In the Rural Health Conservation Contest, awards of 
merit were given to Barnstable and Berkshire counties, 
Massachusetts, and in the contest for tuberculosis control 
Newton, Massachusetts, and Hartford, Connecticut, were 
tied for first place, with an award of merit going to New 
Haven, Connecticut. 
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MIDDLESEX UNIVERSITY 


Dr. Stephen Rushmore, chairman of the Approving 
Authority on Medical Education, Dr. Domizio A. Costa, 
member of the Board of Registration in Medicine, and 
Dr. William H. Blanchard, surgeon-in-chief of the Cap- 
tain John Adams Hospital, were the principal speakers 
at the annual banquet and ball of Middlesex University 
on April 13 at the Hotel Statler. Dr. Rushmore compli- 
mented the trustees of Middlesex University on the prompt 
acceptance of the suggestion of the Approving Authority 
that the requirements for admission to the junior-college 
premedical course be raised so as to exclude high-school 
graduates with less than a B average in college-preparatory 
courses. In conclusion he said: “It is my wish for your 
institution and for yourselves that you may strive worth- 
ily and justly and that you may receive the just reward of 
your striving.” Dr. Costa spoke on the history and func- 
tions of the Board of Registration, and Dr. Blanchard 
discussed the position of the physician and of medical 
schools in the economic world of today. 

Guests at the head table included the following physi- 
cians: Dr. Alonzo Shadman, superintendent of the Forest 
Hills Hospital; Dr. Edward J. Dailey, superintendent of 
the Central Hospital in Somerville; Dr. Martin L. Mac- 
donald, president of the Alumni Association of Middlesex 
University; and Dr. Horatio S. Card, secretary, and Dr. 
Frank L. Whipple, vice-president, of the trustees. 


NOTE 


The following awards, for study at the Harvard Medical 
School during the coming academic year, were recently 
announced: Victor Emmanuel Chapman Memorial Fel- 
lowship to Henri Debidour, of Paris, France; Jeffries 
Wyman Scholarship to Don W. Fawcett 1M, of West 
Branch, Iowa; Daniel A. Buckley Scholarship to William 
J. Baker 1M, of Cambridge; Frederick E. Parlin Scholar- 
ships to Irving M. London 4C and Irving L. Pavlo 3M, 
both of Malden, Massachusetts. 


A CHALLENGE 


To the Editor: It is indeed time to correct a misstate- 
ment which, for six or seven years, Dr. Morris Fishbein 
has been repeatedly making in his arguments for the 
status quo of American medicine, including his latest 
contribution to the Journal; namely, that the American 
Medical Association is a democratic organization with 
its corollaries, that the House of Delegates is representa- 
tive of its membership and that the policies of the present 
management meet the approval of the majority of the 
members of the American Medical Association. The ob- 
vious untruth of these declarations of his is manifest from 
the following facts: 


1. The voting for councilors by the constituent so- 
cieties is not done by means of secret ballots. 


2. The list of councilors presented by the nominating 
committees contains few names not of members 
past middle age who have served as officers in their 
district societies. 

3. Only a small proportion of the members of the dis- 
trict societies attend even the meeting for the an- 
nual election of officers. 


4. The delegates to the House of Delegates are chosen 
by the councilors, who at best represent only the old- 
est of the three age groups of s, some of 
whom have retired from practice. 
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5. The so-called Hunt Plan for local health councils, 
heartily endorsed by the Council of the Society, was 
decisively rejected by his own district society. 


6. The older men in the Council include the most suc- 
cessful of their medical generation and are there- 
fore satisfied with the present conditions of practice 
and ready to approve measures to prevent any 
change. 


Y 8 Many members of the district societies belonging to 
societies for specialists with no real interest in the 
American Medical Association are constrained to 
become fellows in the American Medical Associa- 
tion in order to retain their good standing in their 
respective special societies. 


8. The Journal of the American Medical Association 
fails to provide a forum for the free and open dis- 
cussion of mooted questions, contrary to the prin- 
ciples underlying any democratic organization. 


9. There was a revolt against the clique that managed 
the American Medical Association before the trans- 
fer of the headquarters to Chicago and the general 
housecleaning at that time. 


I challenge the present management of the American 
Medical Association and the House of Delegates to permit 
the members to vote by postal cards their approval or 
disapproval of the retention of those leading spokesmen 
who have brought such disrepute upon organized medi- 
cine. 

G. W. Haicn, M.D. 
242 Burncoat Street, 
Worcester, 


ERRATUM 


To the Editor: In a paper read by me before the Mass- 
achusetts Medical Society in Boston on May 31, 1938, and 
published in the New England Journal of Medicine on 
September 8, 1938, I inadvertently made a very foolish 
blunder. 

The last sentence of the last complete paragraph in the 
first column on page 335 ends as follows: “. . . 354 pa- 
tients with some sort of peritoneal involvement, with 20 
deaths, a mortality of 5.6 per cent.” The number “ 
appears earlier in the same paragraph, and was carelessly 
repeated. The section should read: . 271 patients 
with some sort of peritoneal involvement, with 20 deaths, 
a mortality of 7.4 per cent.” 

Artuur M. Suiptey, M.D. 


University Hospital, 
Baltimore. 


REPORTS OF MEETINGS 


NEW ENGLAND OTOLOGICAL AND 
LARYNGOLOGICAL SOCIETY 


The following are abstracts of the papers presented at 
the November 15, 1938, meeting, in Boston, of the New 
England Otological and Laryngological Society: 

A Case oF CarpiospaAsM witH Autopsy Report. Dr. Harry 
Butler, Bangor, Maine. 


A twenty-nine-year-old woman with a history of cardio- 
spasm was referred to the author. Medical examination 
and roentgen-ray studies had failed to show any cause for 
regurgitation of food over a period of two years, other 
fibrosis of the lower end of the esophagus. The esopha- 
goscopic picture was typical of cardiospasm. 
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Treatment by bouginage was carried out at various times, 
but with only temporary improvement. After the first 
attempt at dilatation the patient complained of substernal 
pain, but showed a normal temperature, pulse, respiration 
and blood count. After bougies and esophagoscopes had 
been passed several times, the Tucker dilator was resorted 
to. A pressure of 5 pounds was used the first time. The 
patient did well, gaining 20 pounds during the following 
two months. During this period an afebrile inflammation 
-of the upper lobe of the left lung appeared, but cleared 
up by spontaneous absorption. Before discharging the 
patient, the Tucker dilator was used once more, this time 
at a pressure of 8% pounds. On the same evening the 
substernal pain reappeared. Within thirty-six hours the 
‘temperature rose to 103°F., and the white-blood-cell count 
‘to 10,200, later to 18,000. On the fourth postoperative day 
the roentgenologist reported a shadow suggestive of a 
subdiaphragmatic abscess, and an abscess of the lesser 
omental cavity was evacuated. Two days after this the 
‘patient died of peritonitis. Autopsy revealed a perforation 
on the posterior wall of the stomach, about 5 cm. below 
the cardiac orifice. Another small area was nearly per- 
forated. A diagnosis was made of spontaneous rupture 
of the stomach due to a weakening of the stomach wall 
by a previously existing pathologic condition. The author 
believes that the latter contributed to the development 
of the 

Discussion. Dr. Mosher stated that 8 pounds was too 
much pressure to use and that he had found that strictures 
do not require such high pressure. 


Postoperative Tonsittar Hemorrnace. Dr. John R. Noyes, 
Brockton, Massachusetts. 


After reviewing the various hemostatic procedures of 
the past and present, the author described a method that 
has yielded excellent results in 126 cases during the past 
eighteen years. After cleaning out the tonsillar fossa and 
locating the bleeding point, 0.5 cc. of a 1.0 per cent novo- 
cain solution, containing 1 minim of adrenalin in each 
cubic centimeter, is injected around it. If the bleeding 
point cannot be found it is best to inject various areas. 
Up to 10 cc. of the solution can safely be used. The 
author believes that the mechanism of the hemostasis un- 
der this treatment is the pressure exerted by the injected 
fluid plus the vasoconstrictor action of the adrenalin. 

Discussion. Dr. George L. Tobey cited a case of bleed- 
ing into the tissues of the soft palate. All procedures to 
stop the hemorrhage had failed. At the time of this dis- 
cussion he was considering the possibility of having to tie 
the external carotid artery. Dr. August L. Beck stated that 
he prefers to place his trust in the bipolar diathermy ap- 
paratus. Dr. Lyman G. Richards lamented the fact that 
so little is known about the cause of postoperative bleed- 
ing from the tonsillar fossa. He had found the determina- 
tion of the bleeding and clotting times were of no help 
and stated that primary hemorrhage can be the fault of 
the operator, bleeding not. 


PrecauTIONARY MEASURES IN PARANASAL SURGERY UNDER 
Locat Anestuesia. Dr. William H. Chaffers, Lewis- 
ton, Maine. 

The author cited the case of a young physician who 
was twice treated for an obscure, painful eye condition. 
Routine examination revealed a sessile tumor on the bor- 
der and lateral surface of the right inferior turbinate. This 
proved to be a calcium-encrusted cotton tampon. Finally 
it was learned that nine years previously the patient had 
been operated on for a dentigerous cyst of the maxilla and 
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that cotton tampons had been placed into the nostril of 
that side. One of these had been overlooked and it re- 
mained in the nose, giving rise to coryza-like symptoms 
and slight respiratory obstruction. Some years previously 
the author, while doing a secondary Caldwell—Luc op. 
eration, removed a cotton tampon from the antrum. This 
tampon probably necessitated the secondary operation by 
interfering with healing. 

The author stressed the importance of thoroughness in 
history taking regardless of whether the patient be layman 
or physician. He also said that he considers it advisable 
to institute tampon counts, just as the general surgeon in- 
sists On sponge counts. 


BiocHEMISTRY IN THE ETIOLOGY AND TREATMENT 
oF CuiinicaL ConpiITIONs oF THE Nasat Accessory 
Sinuses. Dr. DeForest C. Jarvis, Barre, Vermont. 


The author stated that he believes that in many cases 
certain foodstuffs can give rise to nose and throat condi- 
tions with which every nose and throat specialist is con- 
fronted daily: excessive watery or mucopurulent nasal se- 
cretion, enlarged turbinates and a pharynx with large 
lateral bands and lymph follicles. These conditions are, 
in the author’s opinion, due to what he terms “a block in 
the body process of cell oxidation.” The offending food- 
stuffs the author has found to be wheat, graham and 
buckwheat flour, white and brown sugar, and citric acid 
as found in citrous fruits. For these rye flour, oatmeal, 
cornmeal, honey, bananas and apple juice are substituted. 
For the most efficient utilization of these foodstuffs in the 
body cells it is necessary to supply oxidizing minerals such 
as iodine, iron, copper, manganese and arsenic, all in or- 
ganic form. The mineral content of the blood determines 
the rate at which the blood sugar is burned. In the auth- 
or’s opinion the American diet is very low in mineral 
ash. The treatment of such conditions brought about by 
a “block in the body process of cell oxidation” is directed, 
first, to the establishment of a proper diet and, second, to 
the administration of an oxidizing catalyst in the form 
of insulin. Of this latter the patient is given 3-unit doses 
subcutaneously whenever he presents himself for exam- 
ination. In addition the patient is instructed to take 3 
drops of Amend’s iodine solution twenty minutes before 
meals. Under this form of treatment, cases of acute sinusi- 
tis usually clear up in three days; subacute cases require 
ten days, and chronic cases six to twelve months. The 
author cited 2 typical cases which responded promptly un- 
der the treatment described. 


Hearinc Ans: By A WEARER OF ONE. Miss Elsie L. Staples, 
Boston. 


The speaker discussed the use of hearing aids from the 
standpoint of the wearer. She strongly advised that hear- 
ing aids be resorted to before the deafness had progressed 
too far. Most persons receive but little help from a hear- 
ing aid until the hearing loss amounts to from 30 to 35 
per cent, but when that point has been reached no further 
delay should be tolerated. No otologist should allow his 
deaf patients to struggle along until they have stopped 
trying to hear. At this point the speaker related how not 
one of the otologists whom she had consulted for the pos- 
sible treatment of her deafness had called her attention to 
the use of lip reading or a hearing aid. It was her oculist 
who did that. The somewhat complex psychology of the 
deaf was discussed in some detail, Thus it makes a great 
deal of difference whether or not a deaf person hesitates to 
ask for the repetition of sentences or phrases. Some want 
to carry on their wonted activities, others resign themselves 
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to be more or less cut off from the rest of their fellow 
beings. 

The various forms of hearing aids, electric or non- 
electric, were described and discussed. One fact must be 
borne in mind: there is no “best” hearing aid. Not only 
must the type and degree of the deafness be considered, 
but many other factors come into play to make a hearing 
aid useful to one patient and useless to another. A prop- 
erly fitted hearing aid must not only increase the power 
of the sounds transmitted but must also avoid distortion 
and adventitious noises. Clarity is just as important as 
loudness. The need for fighting unethical advertising on 
the part of manufacturers and dealers is obvious, for the 
deaf have always been a ready prey for those who promise 
them relief. The Boston Better Business Bureau has re- 
cently taken action to stop such advertising. Although 
hearing aids can transform the deaf into useful, happy in- 
dividuals, it must be remembered that they have definite 
limitations. They do not raise the hearing level to any- 
where near the normal points. Lip reading must always 
be ready to do its share in filling in the gaps left by the 
hearing aid, especially in the transmission of consonants. 
Finally the speaker reminded the audience of the services 
rendered by the Boston Guild for the Hard of Hearing as 
a “clearing house” on all phases of deafness. 

Discussion. The paper was discussed by Drs. Mosher, 
MacCready, Hill and Tobey. It was said that it was one 
of the pleasantest on this subject ever given and that it 
cleared up a great many points as to the uses of hearing 
aids. 


SurcicaL TecHNic For THE CONSERVATION OF THE Hear- 
ING IN Curonic Mastotitis. (This paper a 
in full in The Laryngoscope for July, 1938.) Dr. 
J. Morrisset Smith, New York City (by invitation). 


The author stated that he believes that it is impossible 
to deal with all cases of chronic mastoid infection by the 
use of one type of operation. The degree of necrosis en- 
countered in the different cases should determine the 
surgical technic employed. Four types of procedure are 
recomme 

The com mastoid operation is indicated 
where the removal of the drum and ossicles is not neces- 
sary. It consists essentially of the usual simple mastoidec- 
tomy plus a wide exposure of the attic by dissection of the 
bone at the root of the zygoma. The middle ear is cleaned 
of polypi or granulations through the external canal. The 
aftertreatment consists of cleansing irrigations from the 
mastoid wound, as well as from the canal. This technic, 
which is especially indicated in young children, will fre- 
quently result in a dry ear, with the preservation of valu- 

hearing. 

The second technic differs from the first in that the in- 
cus is removed in order to facilitate the removal of gran- 
ulations from the attic. The author claims that the re- 
moval of the incus has remarkably little effect on the 
hearing. 

In cases where the hearing in the other ear has been 
lost, or in the presence of an extensive bilateral infection 
where the preservation of the hearing may be vitally im- 
portant, the third technic is employed. This the author 
calls the “new radical operation.” It is devised to care 
for some of the cases requiring removal of the malleus 
and the incus without, however, necessitating the complete 
radical operation. The technic is as in the second type 
except for the removal of the malleus and the remaining 
portions of the drum membrane. The external canal and 
its lining are left intact. The aftertreatment includes ir- 
rigations and careful drainage. In the author's opinion 
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this operation will be successful in many cases in which 
formerly the complete radical operation would have been 


The complete radical operation is resorted to in compli- 
cated cases or where one of the above procedures has failed 
to check the progress of the disease. Ossiculectomy is not 
advised, since it leaves the operator as well as the patient 
a the dark concerning the extent of the necrosis beyond 
the attic. 


HARVARD MEDICAL SOCIETY 


A meeting of the Harvard Medical Society was held at 
the Peter Bent Brigham Hospital, Tuesday evening, Jan- 
uary 10, Dr. E. Stanley Emery presiding. 

The first case from the medical wards was presented by 
Dr. J. C. Nunemacher. The patient, a seventy-year-old 
man, had been admitted two weeks previously with a 
complaint of increasing diarrhea and edema of the legs. 
His history went back to 1930, at which time he had mild. 
constipation. In 1931 he developed slight nausea and 
vomiting, and in 1932 added the symptom of diarrhea. A 
year later, i in December, 1933, abdominal pain and disten- 
tion set in. The pain occurred first above the umbilicus, 
then below, and became more severe. During bouts of 
twelve to fifteen hours’ duration, the patient vomited once 
an hour, the vomitus being fecal in character. At that 
time he was admitted to the surgical service of the hos- 
pital. Physical examination revealed marked dehydra- 
tion, distention of the abdomen and visible peristalsis. An 
x-ray film revealed small-bowel obstruction. At operation 
165 cm. of ileum was resected, following a diagnosis of 
tumor. The pathological report stated that the lesion 
was a carcinoid, with some malignant degeneration of 
the cells and with metastases to the mesentery. The pa- 
tient was discharged after a slow convalescence, and a 
sequently did well. 

In 1936 and 1937, a gastrointestinal series and a barium 
enema were negative. In 1938, a mass in the right lower 
quadrant the size of an orange was made out, which by 
June had increased its diameter to 10 cm. and was. ac- 
companied by increasing diarrhea and edema of the legs. 
The patient was admitted to the medical service at that 
time. For two and a half months every form of treat- 
ment was unavailing, and he had been discharged three 
weeks previously. 

A weck later he was again readmitted, feeling very 
weak. Four injections of mercupurin within a month's 
time had given him some relief. Physical examination 
revealed a blood pressure of 140 systolic, 90 diastolic, a 
systolic apical murmur, shifting abdominal dullness, a 
mass in the right lower quadrant thought to be an en- 
larged liver, and a mass in the left upper quadrant which 
might have been the spleen, since its surface was smooth. 
He had several telangiectases on the abdomen and pur- 
puric spots on the back. The urine showed albumin, a 
specific gravity of 1.030, occasional white cells and nu- 
merous casts. The blood hemoglobin was 80 per cent, 
the red-cell count 4,000,000, and the white-cell count 
6000. His stools were light yellow, mushy, but showed 
no occult b 

Dr. Elliott C. Cutler asked whether the medical service 
considered the present condition to be due to the tumor 
or to some accessory factor. Dr. Emery replied that he 
thought it was a continuation of the same disease that had 
caused operation. He mentioned the fact that the case was 
an unusual one in that such tumors were not usually con- 
sidered malignant and put the question as to why this tu- 
mor should produce diarrhea. Dr, Cutler stated that this 
type of tumor was not so rare as surgeons usually believe 
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and that there have been four or five such cancers of the 
small bowel at the hospital during the past several years. 

The second case, presented by Dr. James Hawkins, was 
also from the medical service. A  forty-seven-year-old 
Italian-born waiter was admitted on December 17, 1938, 
with a chief complaint of nausea and vomiting, together 
with pain in the epigastrium two fingerbreadths above the 
umbilicus, of three weeks’ duration. The patient was 
first seen in 1931 in the outpatient department for hemop- 
tysis, a productive cough and chest pain, of two weeks’ 
duration. He had a history of four or five years of similar 
symptomatology, having had pneumonia in 1922. He had 
had epigastric discomfort and vomiting since 1918. This 
vomiting was characterized by being easily brought on, 
and the vomitus often contained food material ingested 
eighteen to twenty hours before. At that time the patient 
was referred to the hospital for x-ray study, which 
showed consolidation of the right lower lobe with ab- 
scess formation and calcification. He was treated for 
three months with arsphenamine, and then with neo- 
arsphenamine, with improvement of his condition. He 
felt well and had only a moderate cough and no acute 
episodes until September, 1935, when he returned with 
pain in the left lower quadrant, constipation and mucus 
in the stools. This gradually cleared up with conserva- 
tive treatment. In December, 1937, he had pain two 
fingerbreadths above the umbilicus, coming on one hour 
after meals and markedly relieved by treatment with tinc- 
ture of belladonna and a Sippy diet. 

In December, 1938, a recurrence of the pain proved in- 
tractable to treatment with a Sippy regime and anti- 
spasmodics. An x-ray film taken at that time revealed 
cardiospasm and irregularity of the duodenal cap. The 
patient was referred to the hospital, complaining of pain 
and regurgitation. Physical examination revealed relative 
dullness over the right base with bronchovesicular breath- 
ing and occasional rales over both bases medially. The 
abdomen was negative except for a palpable cecum and 
descending colon. He was put on a soft-solid diet without 
improvement. X-ray films of the chest showed no change. 
Bronchoscopy revealed no obstruction of the bronchi, 
merely calcified nodes. Esophagoscopy revealed no le- 
sion, and a gastrointestinal series demonstrated a duo- 
denal ulcer, in addition to coarse rugae and some evidence 
of inflammation of the lower end of the esophagus. 
Esophageal lavages were instituted, with improvement in 
the patient’s symptoms. 

Dr. Emery, in commenting on the case, described it as 
being unusual in having three common conditions at one 
time — duodenal ulcer, cardiospasm and lung abscess. It 
suggested to him three interesting questions: Was the 
lung abscess to the cardiospasm, as a result of 
inhslation of food? Did the ulcer exert a detrimental ef- 
fect on the cardiospasm? What was the significance of 
the unusual esophageal dilatation, which was more pro- 
nounced in the upper half than at the lower end? 

Dr. Cutler accounted for the x-ray picture by stating 
that the once dilated esophagus was contracted as a result 
of irritability. He suggested a diagnosis of acute esophagi- 
tis due to aberrant gastric mucosa, based on references and 
his personal experience. Dr. Emery pointed out that this 
had been considered but that no hydrochloric acid had 
been found in the esophagus. Dr. Chester Jones’s com- 
ment was that the story of a mucous colitis was a common 
finding in cardiospasm, and that after years of persistence, 
cardiospasm does give a picture of esophagitis. Dr. John 
Homans questioned the veracity of the x-ray because of 
the queer twist of the esophagus at its lower end. 

Dr. Emery introduced Dr. W. Osler Abbott, of the Uni- 
versity of Pennsylvania, as the speaker of the evening. The 
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subject was: “The Role of Intubation in the Study and 
Treatment of the Small Intestine.” Dr. Abbott briefly de- 
scribed the historical development of intubation, illustrat- 
ing with lantern slides. 

The first intubation of the gastrointestinal tract was 
performed and described in 1813 by a Philadelphian, Dr. 
Philip Physick, who went to the rescue of two children 
who had swallowed laudanum, one forty minutes after 
the other. He catheterized their stomachs and was able 
to save the first, but the second child died. In 1909, Dr. 
Grodigen observed a fowl swallow a length of string, and 
shortly thereafter was able to see both ends of the string. 
He immediately experimented on a child on his pediatric 
service and obtained the same results, although it took 
a number of days to consummate the exit. Others tried 
similar experiments. 

There are three main principles involved: first, an as- 
piration tube; second, a thin-walled rubber balloon at its 
tip upon which peristaltic action can exert a force; and, 
third, a separate accompanying tube, or a septal division 
of the aspirating tube, to inflate or deflate the balloon at 
will. Dr. Abbott took a very minor share of the credit in 
this study to himself, naming several co-workers, 

A study was made of the content of the fasting small 
intestine in a volunteer human subject, and a chart of the 
reaction and osmotic pressure was shown. The reaction 
of the duodenal contents is not so alkaline as statements 
have led one to believe. By samples taken at different 
distances down the intestine, it was found that the pH 
gradually approaches that of the blood, and although 
some readings were higher, the average readings at any 
stated level never reached pH 7.4. Three hundred mil- 
liosmols per liter being taken as the osmotic pressure of 
the blood, it was found that in the duodenum the con- 
tents were hypotonic and rose almost to blood level lower 
down in the intestine. Practical of this study have 
a bearing on the problem of how to alter the reaction of 
intestinal contents as, for instance, in anemia, where it is 
well known that iron is better absorbed in an alkaline me- 
dium. It was recognized that the condition of the bowel 
contents is dependent on the activity of the bowel as much 
as on its secretions. When hydrochloric acid was given 
by mouth, the rate of flow remained unchanged whereas 
the pH rose. When sodium bicarbonate was given by 
mouth, even far down the intestine a striking increase in 
rate of flow was demonstrable, together with a rise in 
pH. This explains the laxative effect of soda. Higher 
concentrations of soda solutions had no effect, and water 
given alone increased the rate of flow slightly and lowered 
the pH. When glucose was given in a wide variety of 
concentrations and amounts, it was found that the con- 
centration of glucose recovered by the aspiration tube in 
the jejunum and ileum was always below 5.4 gm. per 
100 cc., that is, isotonic, except when the subject received 
a tumbler full of pure syrup. The rate of flow in the in- 
testine was much increased by the ingestion of glucose. 
Since it had been found that the intestinal osmotic 
sure was quite stable in spite of a descending decrease in 
glucose concentration, determinations of chloride concen- 
trations were carried out, which demonstrated a descend- 
ing increase to balance the glucose decrease. 

The absorption of glucose from the gastrointestinal tract 
offered itself as the next subject for study. The first ob- 
servation, based on the figures above, was that the more 
dilute solutions were better a In this study, a 
three-lumen tube was used and at least two balloons, thus 
simulating the experiments with surgically isolated loops 
of bowel in animals but being much nearer the 
state by isolating lengths of bowel between any two in- 
flated balloons. This method seems to be technically re- 
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liable. Kymographic tracings through these balloons were 
taken concomitantly. It was found that, with increasing 
concentrations of glucose placed in an isolated bowel 
segment, the amount recovered after a certain period of 
time increased and that isotonic solutions produced nor- 
mal bowel activity, which became hyperactive on giving 
hypotonic glucose. The fact that the rate of glucose ab- 
sorption, as measured by plotting a curve of different con- 
centrations given, was found to be about | gm. in fifteen 
minutes, together with the first observation that reduction 
in recoverable concentrations is very rapid as one goes 
down the bowel and that even in the jejunum this reduc- 
tion is marked, implies that absorption mainly occurs 
above the latter segment. The rate of admission of con- 
tents into the small intestine and the rate of absorption 
therefrom being fixed, we must assume that the old idea 
that glucose is not from the stomach is no long- 
er tenable. However, what was concluded from this study 
confirms the old theory: namely, that absorption occurs 
by diffusion and also by a special mechanism whereby it 
occurs more rapidly from dilute solutions than can be ex- 
plained on a basis of diffusion alone. Practical aspects of 
this study, in deranged absorption, have been reported by 
Groen, of Amsterdam. 

The use of intubation in studying the action of drugs 
is apparent. The investigators chose morphine for their 
subject and checked with fluoroscopy their findings by 
aspiration and by balloon tracings. The average clinical 
dose of the drug was injected in the deltoid muscle (a 
control of plain water being given in certain cases), 
whereon the tracing from the duodenum showed an in- 
tense contraction which lasted twenty to forty minutes, 
followed by a relaxation which reached its maximum 
and remained for about one hundred and sixty minutes. 
Normally the duodenal tracing showed a slightly greater 
amount of activity than that from the ileum. In this ex- 
periment, the ileum showed at the same time only a slight 
increase in tonus, and the lower ileum traced queer al- 
ternate periods of relaxation and contraction. Morphine, 
then, increases the duodenal resistance and the gastric 
contents are held back; in about thirty minutes the duo- 
denal resistance decreases, the gastric contents spill over, 
and the jejunal flow is less steeply downhill toward the 
lower bowel. On this basis it is possible to explain the 
death of one of Dr. Physick’s patients while the other 
lived: the latter was “intubated” at least forty minutes 
after the former! 

Intubation is useful in gastroenterostomy. Whereas 
formerly there was the problem of starvation of the pa- 
tient as a result of edema of the wound, now the sur- 
geon can place the double-lumen tube before completing 
the sutures, and after the operation is ended the patient 
can have the stomach contents aspirated, and at the same 
time be fed by a tube which goes 30 cm. into his small 
intestine. 

The most important use of intubation is in the field of 
intestinal obstruction. Brinton, fifty years ago, claimed 
there was no such thing as reverse peristalsis (except above 
the ligament of Treitz), and Dr. Abbott and his associates 
think that he is right. In addition to finding that the tube 
with the balloon at its tip was easily carried down by 
peristaltic action to the point of obstruction, the investiga- 
tors had an opportunity to observe an obstructed patient 
who had been given barium by mouth by mistake. The 


conclusion is that reverse peristaltic waves are, in fact, re- 
flected waves. An analogy was made with a piston, its 
center bored through to form a ring, moving downward 
in a cylinder. As it moves down next the wall of the 
cylinder, the contents are displaced upward in a central 
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stream. So with intestinal contents above an obstruction. 
By means of intubation tracings it was also found that 
moderate distention of the bowel increases peristaltic ac- 
tion but that pathologic distention stops it, except in the 
case of intestinal obstruction due to irritation from outside 
the bowel, which produces spasm. 


Dr. Abbott next reported three of his cases of intestinal 
obstruction to emphasize the extent of the therapeutic 
value of intubation in the emptying of the distended gut 
and the removal of the obstruction. Surgery, as the earliest 
form of treatment for intestinal obstruction, had a mor- 
tality of roughly 40 per cent. The Wangensteen tube re- 
duced this figure to about 25 per cent, but it was inef- 
fective in deflating below the obstruction and did not 
provide for giving the patient nutriment. The method of 
intubation has attacked these latter problems. 

The first case described had had a five-day history of 
paralytic ileus with tremendous distention. No benefits 
were obtained by duodenal suction, and an exploratory 
laparotomy was likewise unsuccessful. The patient was 
intubated and deflated and was then fed glucose. He 
convalesced uneventfully. 


The second case was that of a forty-seven-year-old la- 
borer, who came in with perforated ulcer. He had a tem- 
perature of 104°F., was distended and had peritonitis and 
a hemolytic streptococcal septicemia. He was intubated 
under the fluoroscope. After seven days his bowels moved, 
but his abdomen became riddled with localizing abscesses. 
He practically recovered and then came down again with 
distention, vomiting and signs of obstruction. He was 
again intubated, deflated and made comfortable. The 
site of obstruction was then demonstrated by barium 
passed in by the tube,—a seemingly heretical procedure 
which is no longer contraindicated because the heavy 
barium can be readily aspirated out after the demonstra- 
tion, — and the abdomen was opened and the binding 
adhesions divided surgically. 

The third case reported had an eight-year story of ileitis 
and included five operations, the details of which were 
not known. This time the patient had been partially ob- 
structed for a week, and completely so for three days. He 
had constant fecal vomiting and tetanic convulsions, and 
his lower extremities were cyanotic as in partial collapse. 
The patient was intubated and thirty-six hours later, when 
he was brought down to be fluoroscoped, he was reading 
the paper. The barium passed in by tube demonstrated a 
former ileocolostomy, and soon after, a resection of the 
demonstrated diseased ileitic area was done, the patient 
at operation being comfortable and in fluid balance. Thus 
it was shown that not only is intubation of value in de- 
flating distention but also in feeding and in correcting the 
fluid imbalance; the drainage fluid from the bowel can 
be measured, allowing a basis for determining replace- 
ment therapy. 

Dr. Abbott concluded his presentation by discussing re- 
sults. He said that Dr. Johnson at the Detroit Receiving 
Hospital had reported a mortality of 9.3 per cent in cases 
of obstruction without gangrene so treated. The whole 
point, of course, is to have the clinical acumen to distin- 
guish between strangulation and non-strangulation. If 
strangulated hernia can be ruled out, Dr. Abbott believes 
that most cases may be treated by intubation. As for ob- 
struction in the colon, it can be better treated by cecostomy. 
Multiple obstruction can be treated to give relief by de- 
flation only down to the first point. Dr. Abbott showed 
charts iilustrating his results. In 47 intubated cases there 
was technical failure in only 6, and 31 out of 33 serious 
cases were technically successful. 
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NOTICES 


REMOVAL 


StePpHen J. Matone, M.D., announces the opening of 
an office at the Hotel Kenmore, 490 Commonwealth 
Avenue, Boston. Telephone: KENmore 2770. 


BOSTON DOCTORS’ 
SYMPHONY ORCHESTRA 

Rehearsals of the newly organ- 
ized Boston Doctors’ Symphony 
Orchestra, conducted by Nicolas 
Slonimsky, are held every Thurs- 
day evening at 7:30 at Hampton 
Court Hotel, 1223 Beacon Street, 
Brookline. 

Membership is still open. All 
physicians, dentists and medical 
and dental students who are inter- 
ested should communicate with 

Dr. Julius Loman, Pelham Hall 
Brookline (BEA 2430). 


JOHN T. BOTTOMLEY MEDICAL SOCIETY 


The next meeting of the John T. Bottomley Medical 
Society of the Carney Hospital will be held on Tuesday, 
May 2, at 11:30 a.m. Dr. H. Boruchoff will speak on 
“Visual Aids of Marked Impairments of Sight.” 


J. Macpvonatp, M.D., Secretary. 


FAULKNER HOSPITAL 
CLINICOPATHOLOGICAL CONFERENCE 


The monthly clinicopathological conference of the 
Faulkner Hospital will be held on Thursday, May 4, at 
5:00 p. m. There will be a discussion of cases by Drs. 
B. E. Barton and J. R. Torbert. 

Physicians and medical students are cordially invited 
to attend. 


JOSEPH H. PRATT DIAGNOSTIC 
HOSPITAL. 


Bennet Street, Boston 
Auditorium, 9—10 a. m. 


Mepicat ConFrerENCE ProGcraM 
ining “4 May 2— Diagnosis of Certain Hip Conditions. 
Dr. J. D. Adams. 


Wednesday, May 3— Hospital Case Presentation. Dr. 
W. Buck. 


Tharston May 4— The Management of Bleeding in Ob- 
stetrical Cases. Dr. A. K. Paine. 

Friday, May 5—The Management of Chronic Alco- 
holism. Dr. Merrill Moore. 

Saturday, May 6— Hospital Case Presentation. Dr. S. J. 
Thannhauser. 

Tuesday, May 9 — Gastrointestinal Clinic; Ulcerative Co- 
litis, Dr. K. S. Andrews and Dr. H. H. Lerner. - 

Wednesday, May 10— Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, gt ‘ — Macrocytic Anemia and Liver Thera- 
py. Dr. W. P. Murphy. 

Friday, May 12 Medical Aids to Crime Detection. Dr. 
E. V. Hill. 
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Saturday, May 13— Hospital Case Presentation. Dr. S. J. 
Thannhauser. 

Tuesday, May 16— Roentgenological Diagnosis and Dif- 
ferential Diagnosis of Bone Tumors. Dr. Richard 


Schatzki. 

Wednesday, May 17— Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, May 18—Recent Advances in  Electrocar- 
diography. Dr. H. Magendantz. 

Friday, May 19—Some Clinical Aspects of Heart Dis- 
ease. Dr. Reginald Fitz. 

Saturday, May 20 — Hospital Case Presentation. Dr. S. J. 
Thannhauser. 

Tuesday, May 23— Hemoglobin, Iron, Bilirubin. Dr. 
George Barkan. 

Wednesday, May 24— Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, May 25— Rheumatism: Presentation of cases. 
Dr. Walter Bauer. 

Friday, May 26— Recent Advances in the Understanding 
of Gastric Secretion: Experimental and clinical ob- 
servations. Dr. Oliver Cope. 

Saturday, May 27 — Hospital Case Presentation. Dr. S. J. 
Thannhauser 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS, UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


Date OrtHopepic ConsuLTANT 
lem May 1 Harold C. Bean 
Haverhill May 3 Arthur T. Legg 
Lowell May 5 Albert H. Brewster 
Gardner May 9 Mark H. Rogers 
Brockton May I1 George W. Van Gorder 
Pittsfield May 15 ‘Francis A. Slowick 
Springfield May Garry deN. Hough, Jr. 
Worcester May 19 John W. O'Meara 
Fall River May 22 Eugene A. McCarthy 
Hyannis May 23 Paul L. Norton 


MASSACHUSETTS SOCIETY 
FOR SOCIAL HYGIENE 


The annual meeting of the Massachusetts Society for 
Social Hygiene will be held at the Hotel Sheraton, on 
Wednesday afternoon, May 3, at 4 o'clock. 

Mr. W. Linwood Chase, headmaster of the Country Day 
School for Boys in Newton, will speak on “Sex Educa- 
tion: The school’s responsibility to the home and the 
child.” 

Dr. George G. Smith will present the annual report, and 
Mr. George N. Northrop, headmaster of the Roxbury 
Latin School, will give a brief report for the Committee 


on Sex Education in the School Program. Tea will be 
served. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 
Monpay, May | 


Monpay, May 1 
*4 p.m. Physicians and medical students are cordially invited to 
attend a clinic presented by the medical, surgical and orthopedic 
services of the Infants’ and ~ ren's hospitals, in the amphi- 
theater of the Children’s Hospital. 
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Tuespay, 2 

*9-10 a. Diagnosis of Certain A Conditions. Dr. J. D. Adams. 
Pratt Diagnostic Hospita 

*10 a. m.- 12:30 p. m. Tumor clinic. * Boston Dispensary. 
11:30 a. m. John T. Bottomley Medical Society. Carney Hospital. 


Wepnespay, May 3 
*9.10 a. m. Hospital case presentation. Dr. R. W. Buck. Joseph H. 
Pratt Diagnostic Hospital. 
*12 m. Clinicopathological conference. Children's Hospital amphi- 
theater. 


4 p.m. Massachusetts Society for Social Hygiene. The Sheraton, 
Boston. 


Management of Bleeding in Obstetrical Cases. Dr. 

Pratt Diagnostic Hospital. 

*5 p. m. Faulkner Hospital clinicopathological conference. 
Faway, May 5 
*9.10 a.m. The Management of Chronic Alcoholism. Dr. Merrill 
Moore. Joseph H. Pratt Diagnostic Hospital. . 
#10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 
12 m. Urological conference, Massachusetts General Hospital, lower 

outpatient amphitheater. 


*Open to the medical profession. 


Aran. 28 — New England Heart Association. Page 649, issue of April 13. 


Apa. 30 — Health Lecture, Quincy City Hospital. Page 636, issue of 
February 23. 


May 2— John T. Bottomley Society. Page 727. 

May 2-27 — Medical Conference Program. Joseph H. Pratt Diagnostic 
Hospital. Page 727. 

May 3 — Massachusetts Society for Social Hygiene. Page 727. 

~ ia Association of Mental Defect. Page 614, issue of 
April 6. 


May 4 — Faulkner Hospital clinicopathological conference. Page 727. 


May 7-15 — International oom of Military Medicine and Pharmacy. 
Page 501, issue of September 29 


May 11 — Pentucket pemetedien of Physicians, 8:30 p. m., Hotel Bartlett, 
95 Main Street, Haverhill. 


May 12 and 13— American Heart Association. Page 542, issue of 
March 23. 


May 13-16— American Board of Obstetrics and Gynecology. Page 457, 
issue of March 9. 

~ + eaten Physicians’ Art Association. Page 404, issue of 
March 


May 15-19 — American Medical Association. St. Louis, Missouri. 


May 22, 23, and 24— American Association for the Study of Goiter. 
Page 405, issue of March 2. 


June 5, 6, 7, and 8 — American Association of Industrial Physicians and 
Surgeons. Page 581, issue of March 30. 


June 6, 7, and 8 — Massachusetts Medical Society. Worcester. 


June Public-Health Significance of the Virus 
and Rickettsial Diseases. Page 125, issue of January 19. 
a 26-29 — National Tuberculosis Association. Page 936, issue of 
December 8. 


Page 450, issue of Septem- 


Serremser Congress on Obstetrics and Gynecology. 
Page 938, issue of December 8. 


Serremsen 15-28 — Pan-Pacific Surgical Association. Page 863, issue of 
November 24. 


Octoser 23 - Novemsen 3— New York Academy of Medicine. Page 581, 
issue of March 30. 


Fait, 1939 — Temperature Symposium. Page 218, issue of February 2. 
District Mepicat Societies 
ESSEX SOUTH 

May 10 — Page 649, issue of April 13. 
MIDDLESEX SOUTH 

May 3 — Page 688, issue of April 20. 
SUFFOLK 

May 4— Censors’ meeting. Page 688, issue of April 20. 
WORCESTER 

May 10 — Worcester Country Club — annual meeting. 
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Physiopathologie de la Vicillesse et Introduction a l'Etude 
des Maladies des Vieillards. P. Bastai and G.-C. Dogli- 
otti. 235 pp. Paris: Masson et Cie, 1938. 50 Fr. fr. 


This monograph is an attempt to review in a systematic 
manner the more significant data concerning the morpho- 
logical and functional changes that occur in old age. The 
first portion is devoted to an exposition of the significant 
alterations that can be observed or measured. Each of © 
the major organs is considered in the first chapter. The 
second 
biochemistry, hemodynamics and the special functions 
(respiration, digestion, urinary excretion and the sensa- 
tions), and “neurohumoral control.” Finally, there is a 
chapter discussing the significance of the various findings. 

The second part deals more directly with diseases of 
old age. One chapter is devoted to “senility considered 
as a disease,” another to diseases common to all ages, a 
third to arteriosclerosis and diseases peculiar to old age in 
which the relation is not clear. 

The authors’ main thesis is that most, if not all, the 
problems of old age resolve themselves, in the last analysis, 
to a “loss of ca pillary reserve” which alters the nutrition 
and the adaptability of all tissues. 

The book is well written in a very simple style. It is 
well arranged and has a minimum of elaborate data. It 
is suited to the general reader who is looking for an in- 
teresting presentation and interpretation of many of the 
known peculiarities of old age. For the advanced stu- 
dent and investigator that portion dealing with the meas- 
urements of the peripheral circulation will be of particular 
interest. The authors’ apparatus for angi etrie is 
described and is very similar to that used recently in this 


country for the measurement of blood flow in the ex- 
tremities. 


The March of Medicine: Selected addresses and articles on 
medical topics, 1913-1937. Ray L. Wilbur. 280 
Stanford: Stanford University Press, 1938. $2.75. 


Doctors and medical students who wish to orient them- 
selves in the general problem of medical education would 
do well to own this book. As a practicing physician and 
as president of a great university the author is peculiarly 
fitted to trace the evolution of medical education in this 
country from the time when it was virtually a trade to 
the time when it assumed the definite complexion of a 
profession in close association with a university. 

One finds twenty-five years of experience packed within 
these two hundred and eighty pages. A careful reading of 
the book shows the author to be not alone the scholar he is 
but also a prophet of changes which were to come and, 
in truth, of which we today are a part. There can be 
nothing but profit for those who will read the addresses 
entitled “The Future of Medical Education,” “Public 
Health and Human Welfare,” “Eugenics,” “The Eclipse 


of Magic,” “The Medical Curriculum,” “Mental Health as 

a National Problem,” “Keeping the Doctor Up to Date,” 

and “Medicine as a Pacemaker for Civilization.” This 

book should be of absorbing interest to all premedical stu- 

dents, and can be recommended to practicing physicians 

with enthusiasm and the assurance that they will leave the 
prepared 


reading of this book with a mind better 
efforts. 


for their 


Tuurspay, May 4 
Saruapay, May 6 Vv. 
*9.10 a.m. Hospital case presentation. Dr. S$. J. Thannhauser. 
Joseph H. Pratt Diagnostic Hospital. 
*10 a. m.-12 m. Staff rounds of the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 


